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Executive summary  
 
This consensus report presents the findings and recommendations of the independent 
Technical Review Team (RT) with a focus on District Health Services in Tanzania. The 
independent review took place from 31 January to 17 February 2006.This report will inter 
alia provide input to the more comprehensive Joint Annual Health Sector Review 
Tanzania (JAHSR) that will take place in April 2006 . The report has already fed into the 
technical review of March 21 – 24, 2006.  Following the review the full Tanzania 
Demographic and Health Survey 2004/5 became available, as did the latest Poverty and 
Human Development Report, so this final version of the report incorporates some of this 
new information particularly as it concerns health outcomes, district health services, and 
equity issues.  The final report also incorporates clarifications based on the welcomed 
responses of government, development partners, and other stakeholders to the 
deliberately thought provoking draft report. The RT also appreciates the helpful 
additional information based on the mentioned annual health sector technical review.  
 
The RT presented its findings at the debriefing session on February 17th and in this 
report will continue the critical though balanced overtone it has struck. The RT was 
pleased by the positive reception at the debriefing and considers that an important step 
on the way to take more focused action. Some of the criticism pertains to an apparent 
disconnect between the levels of policy development and the levels where the policies 
are supposed to be implemented. The RT is concerned that the necessary “reality 
check” in the preparation of policies does not always take place in a systematic way; nor 
is implementation at district level consistently supervised to ensure congruence with 
national policies. 
 
The RT fully acknowledges the strong progress in a number of health status parameters, 
particularly related to child mortality reduction; for quite a number of these Tanzania is 
well ahead of the national time-related targets and compares favourably with other 
countries in the region. Yet the RT refers to the well documented multi-causality (health 
system improvements as outlined in the introduction (achievements and challenges) and 
chapters 1 (health outcomes), chapter 2 on district health services, Annex 5 etc.; 
increases in female education associated both with decreased adolescent childbearing 
and lengthened birth intervals as well as increased uptake of and access to better quality 
health services; and poverty reduction etc.) where it concerns changes in these 
indicators. The RT therefore rightfully questions the extent to which these achievements 
can and should be attributed solely to proper functioning of the health system at district 
level. The RT rather suggests considering this progress as the result of multisectoral 
synergy in a context of human and financial resource constraints and congratulates 
Tanzania with this achievement. In line with the recognition of the need for and benefit 
from a multi-sectoral approach, the RT recommends that funds for ARTs more 
appropriately should come from the Ministry of Finance rather than the health sector 
budget as it contributes to improved economic productivity. Improvements in district 
financing through the block grants, basket funds, and the  programmes with additional 
resources and focussed management supports have certainly contributed to 
improvements in these health status parameters. Where it concerns these programmes, 
the RT while acknowledging that they indeed work through the existing system, it at the 
same time points to the fact that they claim the scarce numbers of skilled staff for 
implementation. (Programmes concerned include: IMCI, EPI, Global Fund, Roll Back 
Malaria, ART rollout specifically in regards to PMTCT etc.)  
 
However the RT notes that the chronic underfunding and significant shortages of skilled 
health personnel have created a situation where district health services are only partially 
functional so that it is selective primary health care which was generally visible to the 
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team in the field. For example, because of shortages of skilled health personnel, many 
facilities offer no RCH services but instead are served by mobile outreach EPI teams.   

The RT points at worrisome developments where it concerns Maternal and Obstetric 
Care. And at the fact that on these matters it is the health delivery system itself that is 
answerable. Here the RT does not support the view that “matters would be better if there 
were only sufficient financial resources”, but while acknowledging the presence of 
financial constraints, it rather stipulates that more can and should be done within the 
existing resource envelope. The RT argues that the health system including the referral 
chain, and improvements in skilled personnel, equipment etc. can and should be much 
more functional to impact on maternal mortality. The RT was concerned at the puzzling 
absence in terms of focussed management attention and championship for resource 
mobilisation for issues of Sexual and Reproductive Health (SRH) Care (excluding care 
and treatment for HIV/AIDS which appears disproportionately supported by internal and 
external funds). The RT is of the view that the stagnating MMR will not only require more 
but also better focus and management of existing resources in the health care delivery 
system, particularly the support systems of commodity supplies, physical infrastructure 
improvements, and better qualified, better distributed, and better managed  health 
personnel if this problem is to be properly addressed. TEHIP’s original data has shown 
that maternal health is under-resourced compared with its contribution to the burden of 
disease, while EPI for example is very adequately resourced so the RT advises that 
considerable improvement could be made at district level within the existing resource 
envelope if only at Council level efforts were made to secure that the right mix of skills 
and equipment for B-EMOC were available. The upcoming studies on the financing of 
reproductive health, and the EMOC baseline that shortly will be published will help to 
clarify this situation. The RCH unit could then work closely with districts to ensure they 
allocate sufficient resources to effective RCH interventions. Finally some areas which 
require strengthening and innovation such as male involvement in RH, adolescent SRH, 
and resolution of the issue of many FBO not providing modern contraceptives have been 
difficult to both initiate and sustain. Some laudable exceptions apart, it is in these 
matters that the RT uses terms like too much indifference at several levels.  
 
The RT advises to refer to the Human Resource for Health situation, rather than keep on 
referring to the HRH crisis. The main consideration for the RT here is that in spite of it 
being referred to as an urgent problem over the last years, basically little has been done 
to alleviate the problem... The RT stipulates that a creative, proactive and less 
bureaucratic approach could have at least alleviated matters, again in particular where it 
concerns maternal care. The RT welcomes the dialogue with government on this issue, 
and encourages senior management to assess what type of leadership is needed at the 
national level and what structure would best co-ordinate inter alia human resources 
planning and management, nursing training, continuing education, personnel and 
administration, and links with zonal training centres and council training needs 
assessments. It is also very positive for the RT to note that government is currently 
working on a system of hardship allowances, funded from grants to councils, which 
should help address the maldistribution of health resources towards an equity frame; 
and the early efforts in Kagera region among others to pilot performance based 
incentives from complementary financing. 
 
In terms of issues of access and equity in particular for the poorest quintiles, the RT 
cannot but confirm that the well-known pre-existing determinants still preclude the poor 
from getting access when needed. As is the case with the multi-causality as regards to 
changes in some basic health status parameters, the RT acknowledges the presence of 
factors that are beyond control of the health sector proper. Yet in the case of access and 
equity it argues that possibilities within the health sector have insufficiently been 
explored e.g. the compensation of Faith Based health facilities for the package of 
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exempted services. The RT learned that nothing could preclude Councils to be pro-
active on this matter. 
 
The RT is concerned about the very slow pace of development of the Community Health 
Fund (CHF). Apparently people make a trade-off between having to pay user-charges 
for the non-exempted illnesses and client groups and the annual CHF contribution. The 
situation is not helped by the fact that huge amounts of CHF funds (matching funds 
inclusive) are not utilised because the respective committees have not been installed or 
do not function; and that there is inconsistent practice nationally about coverage for 
hospital services which requires rectifying if CHF is to expand. Here , the RT states that  
a systematic evaluation of the CHF may be needed to see why uptake is so low. 
Similarly  the issue of both increases in government funds to the NHIF, while 
disbursements to facility level lag far behind, could risk leakages, as well as representing 
a situation where in spite of massive needs in the sector and a resource constrained 
environment money is sitting idle. 
 
The RT acknowledges there are contextual factors: “It is difficult to use the clutch and 
the accelerator at the same time and expect the car to move” such as the challenges of 
decentralisation, health sector reform, DP co-ordination, and optimising the mix of 
funding modalities (e.g. large projectised supports such as the ART rollout are having 
too great an impact on a weak system and those resources appear to be insufficiently 
co-ordinated and managed). The RT also acknowledges that on both the government 
and development partner side people are very busy with fully legitimate activities, but 
these activities tend to be restricted too much to the central level and in fact impedes 
engagement in understanding the actual dynamics of district health service provision. 
For example, for how long have joint “reality check” visits to the field been planned, and 
why do they never take place? A case in point is the repetition in subsequent technical 
and joint reviews of many of the same observations, milestones and recommendations: 
followed by too little action or yet other policy documents which give the impression to 
the RT rather of inertia followed by crisis management (e.g. commodity supports); and 
lack of proactivity. The RT is apprehensive that this could worsen with the shift to budget 
support... The RT wishes therefore to challenge the MOH, PMORALG and DPs to get 
out of the complacency mode and try and turn these well-stated earlier advises into 
effective activities. Kupanga ni Kuchagua, Utekelezaji ni Changamoto. 
 
In this report, the RT presents several recommendations that to its view can be 
implemented within the existing administrative set-up and resource envelope. In addition 
a case is made that stronger resource mobilisation is required and the development 
partners in particular are underestimating the resources required. The RT wants to state 
explicitly that the one – implement recommendations in the existing context – should not 
wait for the other –stronger resource mobilisation. The RT opines that there is no excuse 
for not taking effective action. 
 
The Review Team, 
Reet, Belgium,  16 April 2006 
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Overview of the Recommendations  
(additional recommendations are found in italics in the body of the report) 
 
Recommendation Objective  - 

Output 
Action to be 
taken 

Timing By whom Additional 
specific 
resources 

Government (a) and 
Development Partners’(b) 
Response to the 
Recommendations 

RT’s Response to GOT and 
DPG-H 

        
1) Revisit the 
recommendations 
and milestones 
from TR/ JAHSR 
2002- 2005 

Clear 
overview of 
what had and 
still is to be 
done and by 
whom 

Implement what 
has been 
pledged 

Long 
overdue, 
immediate 

By the 
respective 
addressees.  

As indicated 
in these 
reports. 

a)All the recommendations were 
taken on board during the previous 
annual reviews. The main 
constraint is reflected in the 
milestones cast more succinctly in 
the last year’s annual review. With 
the current problems of human 
resource unresolved, the under 
funding, the MIS, the growing HIV 
and AIDS epidemics, the 
recommendations could not be 
solved in the short term. 

a)It is recognised that 
underfunding, the human 
resources shortages etc. have 
constrained action. There was 
little evidence of previous 
recommendations in the 
Council plans suggesting a 
disconnect between the level 
of policy dialogue and district 
level implementation. 

        
2) Focus to 
ensure 
implementation of 
existing policies 
 
 
 
 
 
 
 
 
 
 
 
 

Existing 
resources 
and policies 
optimally 
used.  

a) Inform 
Councils and 
CHMTs to be 
pro-active and 
innovative; b) 
share best 
practices e.g. at 
annual DMOs 
conference  

a) can be 
done 
immediatel
y; b) needs 
inventory 

MOH & HSPS 
secretariat. The 
MOH/PMO-RALG 
and Health 
Reform 
Secretariat should 
identify, collect 
and disseminate 
best practices and 
send these to the 
DMOs copied to 
the CHMTs. 

No a)This is been done through 
meetings, Training sessions and 
Annual reviews, RMO and DMO 
conferences respectively. See 
presentations in the Annual 
DMO’s meeting deliberations.  

This is also posted on the MOH 
websites;  

www.districthealthservice.com 

 

 
 

a)Good use is noted of the 
DMO conferences. In the field 
weak access to the internet 
(erratic power etc.) was noted,  
limiting the use of the website. 
The national level needs to be 
more proactive and innovative 
to ensure policies are 
implemented. There appeared 
to be a serious lack of 
objective supervision by either 
the national or regional level 
of district activities and a 
serious disconnect between 
Dar es Salaam and the 
operational level. 
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2.1) CHMTs should 
negotiate with 
“verticalised 
“programmes in 
order to safeguard 
the ongoing health 
services activities 
and in addition 
obtain wider system 
oriented support 
during their 
implementation 

Incorporation 
of resources 
and activities 
of vertical 
programmes 
in existing 
health 
services 
structurally 
improved 

Encourage 
Councils and 
CHMTs to start 
negotiations with 
vertical 
programmes 

Half-yearly, 
factor 
results in to 
CCHP 

MOH to inform 
Councils/ CHMTs; 
Councils and 
CHMTs to contact 
vertical 
programmes; 
MOH to inform 
vertical 
programmes 

No a)Harmonisation of the vertical 
programs is the work assigned to 
the office of the CMO and is 
ongoing. A lot of progress has been 
made at district level through 
decentralisation. This is done by 
formulation of Comprehensive 
Council Health Plans.  
There is also a guideline to 
harmonise the vertical programs 
which was given by the CMO’s 
office. 
 b)  CHMTs negotiation with 
"verticalised programmes" - timing 
suggested is half-yearly to factor 
results into CCHP. Should we not 
be saying to factor ©inputs© and 
technical guidance? Districts 
undertake planning once in a year; 
hence to be practical it would be 
better to target times when districts 
come together - The 
Annual DMO©s Conference is a 
unique opportunity if well 
maximized. 

a)The RT is aware of the 
guidelines on harmonisation 
of technical programs. The 
concern noted from the field 
visits is little actual co-
ordination was evident, 
individual programs were still 
able to leverage and impose 
on the CCHPs. The issue is 
not the intention but the 
realisation which requires 
much closer monitoring and 
guidance. 
b) RT agrees to factor in 
“technical guidance”  as well; 
RT is not in favour to use the 
DMOs conference for this 
purpose, it opines that this 
attention to CHMTs in 
preparation of their CCHPs 
should be more tailor-made 
than would be possible at  
that conference. 

2.2) Maternal 
health needs more 
resource allocation 
for implementation, 
and higher priority 
within existing 
resources. Central 
basket funds and 
government funds 
could be used for 
upgrading EMOC. 
Councils can and 
should use their 
own funds and 
prioritise 
Emergency 

Maternal 
health needs 
adequately 
addressed at 
all levels 

a) MOH and 
DPG-H to 
consider ring-
fencing of block-
grant and basket 
funds for 
improvement of 
maternal health 
services; 
b) MOH 
/PMORALG to 
encourage 
Councils/ 
CHMTs to make 
maternal health 
a priority 

a) JAHSR 
of April 06; 
b) MOH to 
inform 
Councils/ 
CHMTs 

a) MOH and DPG-
H; 
b) 
MOH/PMORALG 
c) Councils/ 
CHMTs 

Yes, DPG-H 
to consider 
initial support 
e.g. to bring 
B-EMOC up 
to the 
required 
level (guided 
by outcome 
EMOC 
study) and 
based on the 
successful 
examples in 
Kigoma 
region and 

a)Appropriate planning using 
District Health Accounts tools, 
O&OD, and Plan Rep, will no longer 
require ring fencing. Resources will 
be allocated by using BOD criteria 
and the needs of the district health 
systems.  

On the B-EMOC, it is required to 
make some of the most remote 
Health Centres to have maternity 
theatres functioning with operating 
teams. Kirando health centre and 
ones in Kigoma region are living 
examples. These are policy 
decisions needed to be realized in 

a)As shown from TEHIP data, 
maternal health is under-
resourced compared to its 
share in the BOD. And if the 
actual resources (human and 
financial) required for example 
to roll-out  the ART is taken 
into account – there are 
serious distortions in the 
system.  CD4 cell count 
machines rolling out but 
health facilities unable to test 
haemoglobin, take blood 
pressures, or do RPR testing 
in pregnant women? 
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Obstetric Care 
(EMOC) within this 
envelope 
 

the Kinando 
health centre 
and linked 
with training 
of AMOs 
who can do 
C-sections. 
 

this meeting. It is also required to 
allocate enough resources for this 
activity. 

 

2.3) CHMTs to 
perform workload 
studies and 
analysis and use 
the outcome in the 
attribution of 
resources (human 
and financial) in 
forthcoming CCHPs 

Workload 
studies done 
on a roll-on 
basis and 
used for 
CCHPs 

Design for 
workload study 
to be made so as 
to guide CHMTs 

Before 
September 
06 

MOH/ HSPS 
secretariat 

Yes, 
temporary 
consultant 

a)This is not relevant till we have 
adequate staff in the health units. 
See annex 7b of this report. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

a)NIMR and USAID/CDC are 
currently preparing a workload 
study that will later produce 
simple indicators that could be 
used by CHMTs and health 
workers to help them analyse 
their workload. A workload 
study is not subject to 
adequate staffing levels but 
analyses utilisation data such 
as UFC, ANC, general OPD, 
laboratory, theatre etc. and 
relates these to the number of 
staff rendering these services. 
This way the workload can be 
compared between levels of 
facilities (dispensaries and HC 
in particular) to assess 
whether available resources 
(inclusive of HRH) are used in 
the most optimal way. The RT 
in the field visits was 
surprised for example to 
repeatedly see in both low 
and high performing districts 
facilities with 3 staff, 5-6 
patients per day, and no 
community outreach visits. Or 
MCH aides doing only 2-3 
deliveries a year. The RT 
advises that most ingredients 
to perform a workload study 
are available in statistical 
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b)  The capacity of CHMTs to 
perform the studies under reference 
may not be there. The idea of 
having a temporary consultant is 
fine but capacity building of 
management teams (regional and 
Council level) to undertake such 
should institutionalise workload 
analyses. 
 
 

reports submitted by facilities. 
And the CHMTs have 
information for each facility on 
number and qualifications of 
existing staff, availability of 
financial resources, drugs and 
equipment. Simple workload 
studies should prompt 
questions e.g. why facility X 
with that number of staff deals 
with so many more/less 
patient contacts than facility 
Y. 
b) The complexity of a work-
load analysis should not be 
over-estimated. Indeed a 
simple on-an-average for the 
number of out-patient 
contacts (sick, preventive, 
control) can do as long as 
compared with readily 
available info on number and 
qualifications of staff. The 
important issue is to get that 
message across. 
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2.4) The MOH to 
identify and 
circulate best-
practices among 
Councils/ DHMTs in 
particular where it 
concerns pro-active 
and innovative 
approaches as 
regards to service 
delivery 

Overview of 
best 
practices 
available and 
circulated on 
a regular 
(annual) 
base 

Inventory at  
Councils/ 
CHMTs 

Before 
September 
06 

MOH/ HSPS 
Secretariat  

Yes, 
temporary 
consultant 

a)The best practices are shared 
during meetings and working 
session with RMOs’ DMOs and 
CHMTs. The best practices are 
also shared during Joint Health 
Sector Annual Reviews.  

We do not need a consultant to do 
this work.  

 

a)While it is recognized that 
best practices are shared at 
meetings with RMOs, DMOs 
and CHMTs, the RT 
recommends a more proactive 
approach of collection and 
dissemination with practical 
guidelines for how a 
DMO/CHMT can best 
implement these in their 
respective districts. This 
recommendation was 
prompted by the RT in its field 
visits finding so much variation 
and lack of synergy between 
districts (For example Mbiga 
district utilising CHF to provide 
solar energy to facilities).  If 
the Health reform secretariat 
has sufficient time for this 
activity it is agreed a 
temporary consultant is not 
needed. 

3) Human 
Resources for 
Health: 
Accelerate and  
further 
decentralize 
 

       

3.1) Directly doable        
3.1.1) Do a detailed 
facility based 
workload analysis  
and the subsequent 
revisit of the 
rationale for the 
current posting of 
staff over the 

Workload 
study done 
on an 
ongoing 
basis and 
staff 
allocation 
revised 

Apply tools 
developed by 
MOH/ HSPS 
Secretariat 

By 
September 
06 

CHMTs No, re-
allocation of 
existing 
budgets 

a)This was done and hence the 
manning levels and establishment. 
There is no need to repeat this 
exercise. Until the 1999 level is 
filled and evaluated.  

a)This is discussed in detail in 
section 2.2. The 1999 staffing 
levels have a degree of 
arbitrarity in as much as it 
reflects staffing levels in a 
more ideal situation than will 
be available in Tz for some 
time. From the field visits and 
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facilities in the 
District 

accordingly other reports the RT found for 
example a serious under-
utilisation of the various 
cadres of nurse midwives 
many conducting less than 5 
deliveries a year which is not 
enough to ensure 
competence. 

3.1.2).Provide 
autonomy for 
districts to 
redistribute and 
manage existing 
health staff within 
districts/ Regions 

Autonomy 
granted and 
applied, staff 
redistribution 
implemented 

MOH/ 
PMORALG grant 
autonomy to 
Councils 

By 
September 
06 

CHMT to use the 
autonomy 

No, re-
allocation of 
existing 
budgets 

a)This is part of the LGAs legal 
mandate. They do not need 
additional granting of mandate. 

a)While this is part of the 
LGA’s mandate, it was not 
found to be operational during 
the district visits. Councils 
need to have this mandate 
reaffirmed. 

3.1.3) Create 
“poverty 
adjustment” for staff 
through incentives 
(such as preferred 
access to training 
opportunities) and 
hardship 
allowances 
provided to health 
workers who work 
in under-serviced 
areas as part of the 
national Poverty 
Reduction Strategy 

“Poverty 
adjustment” 
formula 
developed 
and applied;  
optimal 
conditions 
for staff to 
work in 
under-
serviced 
areas 
 

MOH / 
PMORALG to a) 
allow Councils 
the option for 
staff incentives 
to work in 
deprived areas 
and b) allocate 
more of the 
central funds for 
this purpose 

FY 06/07 Councils to apply 
option to give staff 
incentives 
 
MOH/ PMOLOARG 
�  Councils/ 
CHMTs; Councils/ 
CHMTs to revise/ 
include in CCHPs 

Re-
allocation of 
existing 
budgets but 
also to 
appeal to 
both MOF 
and DPG-H. 
This may 
require a 
shifting of 
funds from 
the central to 
selected 
district 
baskets or 
earmarking 
funds in the 
central 
basket. 

a)The Government is working on 
incentive package for the hard to 
reach areas. 

a)This has been 
recommended since 2001 by 
external reviews and more 
recently by the DMO 
conferences. It is positive to 
note that government is 
working on an incentive 
package for hard to reach 
areas and it is hoped that the 
practical implementation 
occurs very soon. In the 
interim the LGAs need to be 
reminded what they can do 
within the current resources. 

3.1.4) Accelerate 
training (day 
students, 2 shifts of 
classes, more use 
of regional and 
district hospitals, 

Training 
accelerated 
and output 
increased: 
Improved 
and 

MOH/ 
PMOLRALG to 
inform Councils 
that training 
acceleration is 
allowed 

Start by 
September 
06, ongoing 

Councils to apply 
option to 
accelerate. 
MOH/PMORALG to 
reduce 
bureaucratic 

No, re-
allocation of 
existing 
budgets; but 
there will be 
a need for 

a)Good proposal it needs further 
analysis before a concrete decision 
is reached. Employment of staff is 
already decentralised. The new 
initiatives are additional to the ones 
already in place because of failure 

a)It is positive to note that the 
RT and government agree on 
this issue. It is hoped that if 
additional resources are 
required they can be 
mobilised in view of the 
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FBO for training) 
particularly cadres 
such as nurse 
midwives PHNBs, 
COs and AMOs 

increased 
Human 
Resources 
for Health 

obstacles to allow 
Councils/CHMTs to 
employ staff 

overnight 
allowances 
for field 
practical 
training e.g. 
in district 
hospitals 

to fill in the vacancies. 
 
 
b) Proposes acceleration of 
training to increase output. This 
assumes the present teaching 
capacity is stretchable without 
additional inputs (teachers, schools 
budgets, in some cases 
classrooms)!  
 

general consensus that this is 
a major need to address the 
shortage of HRH. 
b) The RT agrees that there 
are limits to stretching-
capacity. Yet here is a case in 
point where all parties 
concerned can contribute to 
solve what the DPG-H prefers 
to label as HRH crisis, if no 
additional inputs are made, 
there is a high chance that 
one keeps going on in  circular 
reasoning. FBO capacity is 
not fully tapped and needs 
resources. 

3.1.5) Organise 
competency-based 
(not theoretical)  in-
service training to 
keep-up/ improve 
on existing skills in 
particular for staff 
involved in B-
EMOC 

In-service 
organised 
and skills 
improvement 
effectuated 

Council/ CHMT 
with back-up 
from ZTCs and 
guidelines from 
central and 
regional MOH; 
MOH/PMORALG  
to reduce 
bureaucratic 
obstacles to 
allow Councils/ 
CHMTs to 
employ staff, 
organise (in-
service) training 

Start by 
September 
06, ongoing 

Councils, ZTCs and 
MOH all levels 
reduce obstacles to 
organise in-service 
training 

No, re-
allocation of 
existing 
budgets 

a)Recommendation noted. Needs 
further analysis. 

a)To assist in the further 
analysis of this issue the RT 
notes that one of the 
constraints is the current 
ceiling on allowances which 
limits practical skills training 
as it requires overnight 
allowances e.g. to work on the 
labour and delivery ward to 
actually practice obstetric 
skills. The RT was concerned 
at the type of in-service 
training being done which was 
theoretical in workshop type 
settings which does not 
promote competency 
development. The RT is of the 
opinion this recommendation 
needs swift and timely 
implementation.  

3.1.6) Urgent need 
to redistribute 
existing manpower 
and recruit  more 
manpower to 

Improved 
and 
increased 
Human 
Resources 

Council/ CHMT 
with back-up 
from ZTCs and 
guidelines from 
central and 

Start by 
September 
06, ongoing 

MOH/PMORALG to 
reduce 
bureaucratic 
obstacles to allow 
Councils/CHMTs to 

Re-
allocation of 
existing 
budgets plus 
access to 

a)The central Government is 
recruiting and providing staff to the 
local councils. Redistribution of the 
existing staff is a duty of each 
LGAs. But no level of redistribution 

a)The shortage of HRH is 
noted. Upgrading of MCH 
aides needs to be 
accelerated, and the workload 
analyses already referred to 
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address the burning 
need for delivery of 
skilled attendance 
at delivery and 
EMOC services 
such as MCH aides 
/ PHN Bs Nurse 
midwives, AMOs 
and COs. 

for Health regional MOH employ staff; 
Councils, CHMTs 

Global Fund 
for additional 
hiring 

will solve the gap of 70 – 75% of 
the clinical staff as is current. 

undertaken as many of the 
nurse midwife cadres are 
doing very few deliveries 
leading to skill loss. Some 
countries e.g. Uganda have 
made in-service training of 
their MCH aide equivalent 
(nursing assistants) a priority 
and have mobilised 
development partner support 
for the whole HRH situation. 
Closer links with TBAs could 
also assist. so partnership is 
required. 
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3.2) Long-term 
approaches 

       

3.2.1) Increase 
training outputs so 
as to compensate 
for future aging 
HRH workforce 

Number of 
skilled HRH  
adequate 

Increase output 
existing and 
additional 
training facilities 

By July ‘10 MOH/ 
PMORALG 

Yes a)Recommendation 
endorsed. 

a)It is positive to note 
congruence between the RT 
and government on this issue. 
It is hoped that DPs will focus 
assistance to this area. Again, 
looking for example at 
Uganda, to complement 
basket funds within the SWAp 
significant resources to 
address HRH have been 
mobilised by donors – chiefly 
Danida and DCI and to a 
lesser extent GTZ. Somehow 
in Tanzania there is a sense 
that the SWAp should take 
care of everything – but it isn’t 
(or not yet).   

3.2.2) Create a 
unified national 
HRH employment 
system that co-
ordinates all the 
key ministries and 
training institutions 
while giving the 
districts the 
necessary 
autonomy 

Uniform 
Terms of 
Service 
established 

Co-ordination all 
parties 

By July 07 MOH/ 
PMORALG to  
feed into the 
Public Service 
Management 
and Public 
Service Reform 
Programme. 

Yes a)We take note that this 
activity is done by the 
PO-PSM, and the 
ongoing Public Service 
Reform Programme.  

MOH and PMO-RALG 
cannot assume this 
mandate without legal 
backing, 
 

a)The technical inputs and 
leadership are required from 
MOH and PMO-RALG to feed 
/ support the PSM mandate. 
They can design what is 
needed in collaboration with 
the intersectoral committee 
and it can be finalised by 
PSM. The current confusion 
over responsibilities and roles 
is limiting urgent quick wins. 

3.2.3) Consider 
contracting the 
private sector to 
create a ”locum” 
pool of health 
workers prepared 
to take short  
contracts in under-
serviced areas 

Private 
sector 
contracted to 
supply health 
workers on 
ST basis 

MOH/ 
PMORALG 

By July 2007 MOH/PMORALG No, shift in 
existing budgets 

a)This is applicable. 
But the word contract is 
a legal one and falls in 
the ambit of the 
Procurement Act. This 
proposal is not feasible!! 

a)This may not be necessary 
if the rural incentive scheme is 
developed quickly, together 
with rural national service for 
all public servants including 
health staff to serve at least 2 
years in rural areas together 
with an increase in 
establishment posts. Many 
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developed countries with 
under-serviced areas (e.g. 
Canada and Australia) 
contract with professional 
associations to use locums to 
staff rural areas. 

3.2.4) Reinstitute 
bonding of health 
workers 

Bonding 
health 
workers 
established 

Discuss among 
all parties 
concerned 

By July 09 PMORALG to 
take initiative 

No a)If this will be congruent 
with the PSRP and PSM.  

a)It will be extremely positive 
and long overdue if rural 
national service can be re-
instituted. Without it, it is 
unclear how the poverty 
reduction strategy and 
inequities between districts 
can be addressed. 

4) Innovate 
recommendations 

       

4.1) Reimburse 
FBO, private for 
profit services 
(exempted groups -
maternity, EMOC 

Optimal 
access to B-
EMOC 

Inform Councils/ 
CHMTs about 
their right to be 
innovative and 
no need to wait 
till service 
agreement  is 
signed  

Immediate  MOH/PMORALG 
� Councils/ 
CHMTs 

No, re-allocation / 
prioritising in 
existing budgets 

a)There is no legal 
mandate for this type of 
innovations. It will not be 
transparent or equitable. 
It will depends on the will 
of some LGAs. 
Accountability will be lost 
hence good governance. 
They are receiving 
grants (unconditional) 
already 
 

a)It is the understanding of the 
RT that the not-for-profit 
sector is considerable (62 
hospitals of which 22 are 
DDH, 2 referral; 59 HCs, and 
450 dispensaries.). 
Unconditional grants are not 
received by all of them and 
none of the dispensaries.  If 
the exemption package is 
supposed to apply for all 
Tanzanians, it is appropriate 
for those Tanzanians living 
especially in poor rural areas 
served by FBOs to receive the 
same exemption as those 
served by government units. 
The findings of the TDHS in 
terms of low facility births and 
low C-section rates for the 
poorest quintiles cannot be 
addressed without creative 
proactive solutions.  Issues of 
accountability and 
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transparency have been 
addressed in government 
facilities so should be equally 
possible with FBO. 

4.2) Summarise 
key reports,  
translate into 
Swahili and make 
available to districts 

Councils, 
DHSB and 
CHMTs have 
access to 
relevant 
policy 
documents 
and research 
findings 

To select, 
summarise and 
translate 

Finalize by 
September 06 

MOH/ HSPS 
secretariat 

Yes, temporary 
consultant 

a)Translation of relevant 
documents are 
already in Swahili. 

a)The RT found very little 
documentation available in 
Swahili in the field. For 
example, a brief  abstract of 
the executive summary of the 
TDHS (we realize this is now 
available but not on time for 
most CCHPs), similarly the 
helpful Smithson report 2005 
would assist councils in their 
planning process. The 
language in the field visits 
from the regional level on 
down was always in Swahili. 
No-one we met in the field had 
heard of those reports, so the 
whole discussion we had on 
achievements in child 
mortality reduction, and 
constraints in maternal health 
for example was new to the 
districts.  

4.3) Shift timing of 
Technical Review 
to feed into the 
annual planning 
cycle at Council 
level (i.e. that of the 
CHMTs 

Timing TR 
adapted 

MOH/ 
PMORALG/ 
DPG-H 

JAHSR April 06 MOH/ 
PMORALG/ 
DPG-H 

No a)The objective of the 
TR is to influence policy 
decisions at higher level 
and not micro-planning 
at district level. The 
districts will continue to 
be informed by the O & 
OD, Plan Rep and 
district health accounts 
tools. Will also be 
informed through the 
RMO and DMOs 
meetings. 

a)The concern of the RT is 
that given the weak links 
observed between the level of 
policy dialogue and 
implementation, there needs 
to be a mechanism to either 
make the review process 
more connected to district 
plans, or perhaps recognize 
that “Review Fatigue” has set 
in and one year is not long 
enough to implement 
recommendations.  
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5.1)  Directly doable        
5.1.1) CHMTs to  
effectuate supportive 
supervision and 
apply this as a tool to 
improve services  

Supportive 
supervision 
implemented 
on a regular 
basis 

Follow the  
guideline for 
supportive 
supervision 

By September 06 MOH/ HSPS 
Secretariat 

Yes, temporary 
consultant or 
designated staff 
from regional or 
national level to 
monitor and 
supervise the 
supervision so it 
is applied as a 
tool to improve 
services. 

a)This is currently the 
practice and the Guideline 
is there. 
 
 
 
 
 
 
 
b)  This recommendation 
needs deeper reflection 
since we know 
supervision practices will 
not change merely by 
design and distribution of 
guidelines. There are 
attitudes and established 
habits/practices that need 
to be addressed 
systematically/innovatively 
in order for the supportive 
element to become 
ingrained and turned to a 
working routine. 
 

a)The RT was concerned 
in the field visits to see that 
although the visitor’s book 
had been signed by 
“supportive supervisors” 
there was little evidence of 
any action taken of obvious 
weaknesses in 
performance. 
 
b) The RT could not agree 
more and notices the 
implicit acknowledgement 
that current supervision is 
not adequate 

5.1.2) Encourage 
CHMT/ DMO to 
check and where 
necessary discuss 
requisitions for drugs 
prepared by the 
health facilities prior 
to forwarding to the 
MSD 

Facilities’ 
requisition 
for drugs 
regularly 
checked and  
discussed  

Encourage 
CHMT/ DMO 

By September 06 MOH No a)Facilities request drugs 
though the DMO’s in 
areas where there is 
drugs indent system. 

a)The RT found facilities 
that had not had drugs for 
6 months. This suggests 
that the supervision of 
facility requisitions is sub-
optimal. 

5.1.3) Strengthen 
District Health Board 
and Facility Health 
Committee role on 

Capacity for 
performance 
monitoring 
enhanced  

Develop 
guidelines for 
performance 
monitoring 

By September 06 MOH/ CHMTs No a)More advocacy and 
training on management is 
planned. If funds are 
made available, this 

a)It is recognized that this 
is at an early stage of 
development. 
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performance 
monitoring to provide 
community feedback 
on quality. 

activity will be 
implemented 
 
b) This recommendation is 
fine but leaves a gap 
when other key players on 
performance monitoring 
are not addressed. 
 

 
 
 
b) To concentrate on DHB 
and CHMT will be fine for a 
start, that start should not 
be held-up because of 
identification of other key 
players in order to avoid 
the possibility of delays: the 
better is the enemy of the 
good 

5.1.4) Encourage 
Councils/ CHMTs to 
ensure that the 
District RCH nurse is 
at least a co-opted 
member of the 
CHMT 

RCH nurse 
(co-opted) 
member 
CHMT 

Inform 
Councils and 
CHMTs 

By September 06 MOH/ Council No a)The word co-opted 
means “ on demand”  it is 
the duty of the CHMT to 
see how to maximise on 
the human resource.  

This is already happening 
in districts which are 
innovative. We are 
encouraging other districts 
to do the same. 
 

a)It was surprising in view 
of the seriousness of the 
lack of progress on 
maternal health, to find for 
example a dental surgeon 
as a full member of the 
RHMT and the RCH co-
ordinator only co-opted. At 
council level the 
participation of the RCH 
co-ordinator was variable. 

5.1.5) Encourage 
Councils/ CHMTs to 
co-opt a 
representative from 
the FBOs as 
member of the 
CHMT 

FBO 
represented 
in CHMT 

Inform 
Councils and 
CHMTs 

By September 06 MOH/ Council No a)Already started. 
Challenge is organizing 
FBO service providers 
and getting agreed 
representation from 
among them. Need to 
further strengthen on 
representation 
mechanisms developed 
by CSSC. 

a)It is acknowledged this 
occurs in some councils. 

5.1.6) Recognise 
and support 
maternal death 
review teams and 
technical committees 
to accelerate  
universal application  

Maternal 
death teams 
functional 

Inform CHMTs 
and councils, 
distribute 
assessment 
formats 

By September 06 MOH/ CHMTs No a)Is not enough to have 
only maternal death 
review teams. Need to 
extend this to clinical 
audits that addresses 
maternal, child or any 
death occurring in the 

a)In view of the lack of 
progress on maternal 
mortality reduction, it is the 
maternal death reviews 
that have been prioritised 
in this recommendation 
while acknowledging the 
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health facility and extend 
to include any critical 
incidents 

importance of critical 
incidents and other deaths 
requiring review. 

5.1.7) Develop 
mechanisms for 
encouraging and 
stimulating health 
personnel to be 
more proactive and 
innovative for 
practical quality 
improvement 
activities 

Health 
personnel 
pro-active 

Design tools to 
encourage 
health 
personnel 

By September 06 MOH/ Council/ 
CHMT 

No a)This recommendation is 
accepted. 

a)There are some 
outstanding examples and 
it is positive that the DMO 
conferences highlight 
these. 

5.1.8) Encourage 
Councils and CHMT 
to use funds (basket, 
CHF/ user charges, 
local generated) to 
purchase drugs/ 
basic (EMOC) 
equipment in case of 
stock-outs and/or 
unavailability at the 
MSD 

Available 
funds used 
to purchase 
drug/ 
equipment 

Inform 
Councils/ 
CHMTs about 
the option to 
use funds 

By September 06 MOH/ 
PMORALG 

No a)This is happening. a)While this is the case in 
theory, in practice it is 
widely variable. 

5.1.9) Encourage 
Councils/ CHMTs to 
design a plan and 
use funds (basket. 
CHF/user charges, 
local generated) to 
purchase two-way 
radio systems for all 
health facilities in a 
phased manner  

Available 
funds used 
to purchase 
to-way radio 
system 

Inform 
Councils/ 
CHMTs about 
the option to 
use funds 

By September 06 MOH/ 
PMORALG 
CHMTs to 
develop plan 

No a)Already taking place. a)In some districts this may 
already be happening, in 
practice widely variable.  

5.2) Medium term 
recommendations 

       

5.2.1) Strengthen 
and improve 
leadership 

Effective 
leadership 
established 

Capacity 
building 
CHMTs 

By July 07 MOH/ 
PMORALG 

Yes, capacity 
training at 
Regional level 
and with zonal 
training centres. 

a)This is already taking 
place but needs constant 
follow up. It is part of the 
HSSP 2003 -2008. See 
also the guideline of 

a)There is great potential to 
continue the work of 
strengthening CHMTs. The 
public health training of 
DMOs is an excellent 
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hospital reform and CCHP 
planning Guideline 

example and the 
opportunities for peer 
education of the DMO 
conferences. Other 
members of the CHMT also 
need this kind of support. 
And cadres such as the 
AMOs need more 
recognition for the vital role 
they play in district 
hospitals e.g. in EMOC. 

5.2.2) Mobilise 
resources and scale 
up Quality 
Improvement and 
Recognition 
Initiatives (QIRI) 

Resources 
Mobilised 

Develop 
Resource 
Mobilisation 
Guidelines 

By July 07 PMORALG ?? a)Accepted but can be 
done by the Councils 
themselves through 
CCHP 

a)It is positive that this is 
ongoing. 

5.2.3) Accelerate 
establishment of 
health services 
accreditation 
framework in line 
with universal 
application of client 
service charter at all 
health facilities 
(public, private and 
faith based 
organisations) 

Accreditation 
established; 
patient 
charter 
applied 

Accreditation 
criteria 
inclusive QA 
criteria 
developed and 
approved by all 
parties (service 
providers, 
insurance 
agencies, 
MOH) 

By July 07 NHIF/ MOH/ 
CSSC/ Private 
Hospital 
Association  

No a)It is initiated and is in 
progress. 
 
b) Agreed this is a good 
cause to aim for. However 
for accreditation the steps 
involved require a process 
that may not be easily 
completed. 
by the targeted date. The 
output could be edited to 
read "Accreditation 
process established" to be 
more realistic. 
 

a)It is recognised that this 
is a long and ongoing 
process. 
b) While understanding this 
concern, the RT advises to 
aim for more than 
establishing a process. 

5.2.4) Revisit 
availability and 
function of 
equipment and 
human resources 
regarding EMOC 
and make plan to 
bring up to standard 
in next financial year. 

EMOC 
package 
revisited and 
applied 

Analyse 
EMOC study 

By July 07 MOH/ Councils/ 
CHMTs 

Yes, appeal to 
MOH/ 
PMORALG and 
DPG-H 

a)The functionality of 
health facilities should be 
done in a holistic manner. 

a)The EMOC baseline will 
be an excellent tool to help 
prioritise resources for this 
activity. 
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5.2.5) Introduce and 
enable health 
institutions for Self 
Performance 
Assessment on 
quality delivery of 
services using 
available 
standardized tool. 

SPA and 
internal QA 
instruments 
available 
and used 

Instruments to 
be developed 
 

By July 07 MOH/  Yes, temporary 
consultant 

a)Sound recommendation 
agreed. 

a)It is positive that this 
opportunity is recognized. 
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 Introduction 
 
 
Background 
 
The Ministry of Health of Tanzania has commissioned HERA (Health Research for 
Action) Belgium to carry out a technical review of district health services in Tanzania 
(“District Health Services Delivery in Tanzania - Where are we in Terms of Quantity and 
Quality of Health Care Provision?”). The review was carried out in February 2006. 
Findings of the Review Team (RT) was one of the background documents for the annual 
health sector technical review held in late March, and will provide input to the more 
comprehensive Joint Annual Health Sector Review Tanzania (JAHSR) that will take 
place in April 2006. 
 
Policy Context 
 
The JAHSR will be conducted when the Second Health Sector Strategic Plan (FY03 – 
FY08) has reached the midway point of implementation, and at the end of the first year 
of the implementation of the National Strategy for Growth and Reduction of Poverty 
(MKUKUTA). The latter strategy focuses on outcomes in three areas: (i) growth and 
reduction of income poverty; (ii) improvement of quality of life and social well being and 
(iii) good governance.  
 
Development of the health sector is mainly addressed through cluster (ii). It is in this 
context that the technical review appraises health service delivery at district level in 
terms of quality, quantity, and dimensions that are known to affect client satisfaction. The 
review (a) assesses how human resources imbalances in the health sector affect service 
delivery at district level; (b) assesses how the availability of drugs and medical supplies 
affect the quality of health care at district level, (c) studies the effects of HIV and AIDS 
and the roll-out of Care & Treatment programs on district health services delivery; (d) 
taking into account the results from the recent Tanzania Demographic and Health 
Survey (TDHS, 2004-2005); and (e) looks at the state of reproductive health (RH) and 
assesses how RH services could be improved to more effectively contribute to a 
decrease in maternal mortality in the country.  
 
The review is also important in the broader context of development partners’ support to 
the health sector in Tanzania. The country’s Performance Assessment Framework for 
General Budget Support is formally linked to the outcome of the Joint Annual Health 
Sector Review. The results of the review will be fed into the GBS Annual Review in 
October 2006; a satisfactory review is a composite indicator for measuring the 
performance of the health sector. 
 
Finally, the review comes at a time when the Government of Tanzania and the group of 
Development Partners are finalising Tanzania©s first Joint Assistance Strategy which 
focuses on rationalising development partner approaches and increasingly delivering 
assistance through government systems to enhance aid effectiveness. It is thought that 
the health sector will be able to build on the experiences from the country’s Sector Wide 
Approach (SWAp) mechanism.  
 
Achievements and challenges 
 
Previous reviews have documented considerable achievements in health policy 
development and reform processes in the health sector. These include effective 
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decentralisation of planning, budgeting and health services delivery to the district level 
(with Local Government Authorities and Council Health Management Teams playing a 
crucial role), far-reaching financial reform with new responsibilities assigned to local 
councils; the introduction of new financing schemes for health care, including the step-
wise introduction of health insurance for the formal and informal sector and the 
introduction of pre-payment schemes and fee-for-services; and continuing efforts to raise 
quality of care through standardisation and closer monitoring, including the formulation 
and introduction of a comprehensive package of essential health interventions. 
 
Considerable challenges remain. Because of internationally relatively low levels of 
funding for health, the health care system is only partially functional. The system, on the 
other hand, is faced with rising costs in the health sector, caused by the introduction of 
new treatment schemes e.g. for Malaria and TB; the introduction of ART (the impact of 
which would be mitigated if ARVs in the Care and Treatment plans were reallocated to 
the budget of the Ministry of Finance as an economic development expenditure rather 
than a MOH cost); the use of new and more costly vaccines (e.g. Hep B); the rising cost 
of human resources in health as a consequence of a (albeit slowly) growing health work 
force, and current increases in per diems and travel allowances as well as expected 
salary increases; the cost of long overdue infrastructure rehabilitation and replacement 
of medical equipment; and finally expected higher utilisation of services due to growing 
population and the addition of new health programs. Rising costs will only partially be 
offset by more efficient use of resources, and a focus on most effective interventions, an 
effort that has as yet not been fully undertaken across the sector.  
 
The technical review 
 
The present report describes the findings from the technical review on district health 
services delivery, and outlines a set of recommendations for consideration of the Joint 
Annual Health Sector Review. The technical review tries to present an objective 
assessment of health services delivery at district level, including human resources, 
drugs and medical supplies, essential equipment and transport, and an assessment of 
the impact of HIV and AIDS on the health system. Assessed were availability and 
functionality of health system, structures and organs; coverage, availability and 
geographical accessibility of services; quality of care and financial accessibility 
(particularly for sick poor); the implementation of essential health services through public 
and private structures; and the implications of the Local Government Reform and the 
decentralisation of the health care system (for the mission’s Terms of Reference see 
Annex 1). 
 
The review was carried out by a team of national and international public health experts 
(Gretchen Roedde, Public Health, Team Leader; Jaap Hamel, District Health Systems; 
Prof. Philip Hiza, Public Health; Peter Mmbuji, Health Financing; Aziza Mwisongo, 
Health Systems Research; and Wolfgang Weber, Health Financing). Field work in 
Tanzania took place from 31 January to 17 February, 2006. The team carried out an 
extensive review of literature and documentation (see Annex 2), and had in-depth 
interviews with a wide range of health sector institutions and health administrations, as 
well as with representatives of development partner institutions and development 
projects in the health sector. In order to get a better understanding of service delivery at 
local levels the team visited nine districts in seven regions of the country (for the mission 
schedule, and a list of persons and institutions met see Annex 3). 
 
Preliminary findings were presented to a meeting of the Health Sector Reform 
Secretariat Technical Committee on the final day of the mission. (See Annex 4 for the 
power point presentation).  The RT welcomes the comments at the debrief and to the 
draft report and has now incorporated those perspectives where thought most relevant.. 
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1. Health outcomes 

1.1. ACHIEVEMENTS IN HEALTH  OUTCOMES 

It is positive to note that government targets for reducing infant and child mortality by 
2008 have been exceeded, according to the Tanzania Demographic and Health 
Survey (TDHS) 2005.  The Infant Mortality Rate (IMR) was to be reduced from 
99/1000 live-births to 85, and the current IMR is 69/1000 live-births. The under 5 
mortality was targeted to fall from 137 to127/1000 and is now recorded at 112/1000 
live-births. These figures have now been verified with national data, validating the 
trends suggested by The Tanzanian Essential Health Intervention Project (TEHIP). In 
addition the HIV prevalence of 7% is better than expected and there is evidence of 
declines in some regions e.g. Kagera and Mbeya which will reduce orphanhood and 
together with PMTCT reduce vertical transmission  so as to impact on neonatal and 
under 5 mortality. Contributions and limitations of the district health system to these 
achievements are discussed in chapter 2.5. The RT is aware of the potential 
influence of food security and drought on the IMR and UFMR and that adverse 
developments may negatively affect these rates. Annex 10 looks at the development 
context for these gains.  
 

1.2. OPPORTUNITIES FOR FUTURE HEALTH GAINS 

More worrying is the continuing trend of low facility births (47% from 50% in 1999, 
against a target of 80%) and a plateau in the Maternal Mortality Ratio (MMR) at 
578/100,000 live-births compared with a target of 450. The sisterhood method 
employed by the TDHS reflects data 6-8 years previously, and underestimates 
abortion-attributable mortality. On the other hand there is some evidence that the 
MMR may be decreasing (AMMP data related to increasing educational levels). 
However the weak achievement of skilled attendance at delivery suggests 
considerable room for improvement. Linked with the MMR is a plateau in the Total 
Fertility Rate (TFR) at 5.7 and a Contraceptive Prevalence Rate or CPR (modern 
methods) at 20%. The fact that the CPR has tripled from 6% in the last 15 years does 
show some encouraging momentum, and also suggests women may be 
contracepting rather than controlling fertility with abortion, which should help drive the 
MMR down by the next round of the TDHS. Further discussion on the potential to 
strengthen reproductive health services is also discussed in chapter 2.5. In addition 
there is need to further reduce both geographic and socio-economic disparities in 
health status and health services utilization in line with the Poverty Reduction 
Strategy, as discussed in chapters 2.6 and 2.8, and now detailed in Annex 9.  Annex 
5 outlines some issues to better address maternal health which are already reviewed 
in the draft roadmap to reduce maternal mortality in the implementation of district 
health services. Comments on the draft roadmap are also included in Annex 5. 

2. Implementation of district health services 

2.1. OVERVIEW OF DISTRICT FINANCING 

Annex 6 details several issues in health sector financing in Tanzania: historic trends, 
government and donor spending, complementary financing from user fees and 
various insurance schemes. This chapter concentrates on challenges facing 
financing of district health services.  
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Decades of under-funding have left health services in urgent need of improvement, 
especially with regard to the repair of infrastructure, repair and replacement of 
medical equipment, transport and communication systems, and staff skills and 
knowledge. Recent increases in recurrent funding for health care, and the set-up of 
capital investment and health service infrastructure development funds (Joint 
Rehabilitation Fund; the health sector is also eligible to access the Capital 
Development Grants, but seldom does) are steps in the right direction, but certainly 
not enough to cover the deficits that are most noticeable at primary care and district 
hospital level, and especially in all aspects of surgical and obstetric care. 
 
In addition to the large investment needs the resource gap in recurrent funding is 
widening. The cost of health interventions needed to achieve the Millennium 
Development Goals for health is projected to rise to $43 per capita over the next 10 
years, driven inter alia by the cost of HIV/AIDS related interventions and the cost to 
combat endemic diseases such as Malaria. This compares to $11 spent on health 
today, out of which approximately  $6 are borne by the patients themselves – in most 
rural districts these are significant payments made by poor households for what is 
essentially sub-standard health care (Jeffery Sachs, Millennium Development Goals 
Needs Assessment 2004 p. 168; PER Oct. 05 - $5.71/capita spent by the GOT in 
2004 and $7.42 was budgeted for current financial year ). It is unclear how this 
resource gap can be filled. 
 
Local councils and health districts so far have benefited from a redistribution of health 
allocations in favour of primary and secondary care services, and an increase in 
donor funding leveraged through the health baskets. However the PER Oct. 2005 
reports “the local government element of the budget has increased by almost 
TSh19bn (28%) (but) the central allocation has increased much faster, by 51%, at the 
expense not only of the share assigned to LGAs but also to the regional level.  This, 
coupled with the fact that the central level allocation is the largest in absolute terms, 
has driven the increase in the sectoral on-budget total.” 
  
Levels of external funding will not be affected, at least in the short term, by the likely 
move from sector funding to general budget support envisaged by several donor 
countries. The long-term outlook for district health budgets is less clear however, with 
user contributions likely to remain low, continuing pressure on the government to 
abolish cost sharing policies likely, local councils unwilling or unable to allocate more 
resources to health care (in part due to the fact that the revenue base of councils was 
reduced following the abolishment of the development levy and a number of so-
called “nuisance taxes” and the fact that the compensation base from the Ministry of 
Finance in many cases is much less than that which was budgeted or collected by 
councils in the past)  and insecurity of part of general budget support being allocated 
to health. Future trends in funding levels are difficult to predict in a financial 
environment that is characterised by high levels of external contribution with short 
commitment periods, highly dependent of the overall government revenue situation, 
and with strong funding competition from other sectors (e.g. education).  
 
Extending the operating range of pro-poor health insurance schemes such as the 
Community Health Funds (CHF) should be a priority, with the objective of channelling 
out-of-pocket payments into a fund scheme that can offer better value for money. 
This will require a critical analysis of problems related to the CHF (e.g. as has been 
documented in successive PERs and also in the Health Care Financing Worksop of 
last year) and further discussed by the RT  in Annex 6 and in section 3.3 on CHF 
weaknesses in accountability.  Nonetheless the CHF is an important achievement, 
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and a step towards viable options for diversified funding, with a pro-poor strategy, for 
the future. 
 
Such a strategy would need to be accompanied by a program for rehabilitation and 
rebuilding of health infrastructure and health resources, with a focus on basic surgical 
and obstetric care and other improvements such as better drug availability etc.. Local 
councils need to be advised to assign appropriate priority to health matters, guided 
by the Strategic Plan, the goals and mechanisms defined in the Poverty Reduction 
Strategy, and the processes leading towards achieving better health outcomes and 
the MDGs. 
 

2.2. HRH SITUATION AND AVAILABILITY OF RIGHT MIX OF TRAINED STAFF 

 
The RT advises that it is not correct to keep on referring to a Human Resource for 
Health Crisis and rather prefers the term Human Resource for Health Situation. The 
RT has the following considerations for that preference. The first is that using the 
word crisis for years on end, somehow undermines its significance as one gets used 
to it. Secondly, the RT has to conclude that in spite of using the notion crisis over 
time little action has been taken to remedy the situation, turning it into an empty 
phrase. Here the RT refers to the number of milestones that featured in subsequent 
Joint Annual Health Sector Reviews, most of which have not been met (Annex 7a). 
While recognising the macro-economic context that caused the earlier freeze in 
employment, the RT stipulates that within these existing limitations measures could 
and should have been taken to alleviate the situation: in-service improvement of 
skills; redistribution of staff within regions or districts; workload analysis of health 
facilities and subsequent re-allocation of staff; and promotion of more flexible rules 
for employment at district level. While acknowledging the existing numerical gaps 
e.g. where it concerns Clinical Officers and nurses, the RT opines that a more pro-
active and innovative approach would have helped to alleviate the situation.  It is 
however acknowledged that there have been some important achievements; 
including the flexible use of mid-level cadres as substitute for the vacant posts in 
districts such as the AMOs who ably replace doctors in many settings, and attempts 
to try and fill the existing HRH gaps in districts as is currently underway with COs 
(Annex 7b).  

In addition to the sheer numerical shortage of skilled health cadres there are a 
number of other challenges in tackling the HRH problem. One core challenge is the 
inequitable distribution of the existing HRH workforce, with a tendency of more health 
workers per population in urban and advantaged regions as compared to rural and 
less advantaged regions (Annex 7c and 7d). This distribution inequity is further 
exacerbated within districts where there lies great variation of workload with the 
number of health workers per facility. Regardless of the urgent need to deploy more 
staff to these areas, the existing processes for recruitment are overly bureaucratic 
with inter-ministerial disconnects between MOH, PMO-RALG, PSM and Ministry of 
Finance (MOF). It is however a great achievement if the hardship allowances 
currently being planned by government are actually implemented. The significant 
concern over the lack of momentum on HRH has been shared before (GRAP-SWAP 
2005) “Improving human resource management in the sector is the area in which the 
least progress has been achieved, and the SWAp so far has not helped address this 
issue properly.” This may be part of a broader sectoral dilemma – “It almost goes 
without saying that reform initiatives should be evidence-based. At present however 
the available evidence is limited and what little there is points to an overwhelmingly 
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negative impact of health sector reform on human resources.” (Progress in 
Reproductive Health Research, No. 69, 2005)    
 
Opportunities to further enhance efforts towards HRH  
 
The RT advises that there are a number of opportunities that can be applied to 
further optimise the use of existing staff and increase of the HRH workforce.  These 
can be divided into quick and do-able wins and longer term approaches: 
 
Quick Wins 
 

·  Do a detailed facility based workload analysis  
·  Provide autonomy for districts to redistribute and manage existing 

health staff within districts 
·  Create poverty adjustment through incentives (such as preferred 

access to training opportunities) and hardship allowances provided to 
health workers who work in under-serviced areas as part of the 
national Poverty Reduction Strategy 

·  Accelerate basic and upgrading training (day students, 2 shifts of 
classes, more use of regional and district hospitals (e.g. the restriction 
on using experienced AMOs in district hospitals to train new AMOs on 
attachment from schools should be reviewed as it is unclear why only 
doctors -few of whom work in district settings- should train AMOs) for 
training, optimising both government and FBO training schools, and 
distance education strategies for capacity building e.g. MCH aides 
upgrading. The RT learned to its concern that some FBO nurse 
training schools risk closure due to lack of funds – creative 
opportunities should exist to bond students for upgrading, have 
councils pay their fees, and have them return to work in underserved 
areas. 

·  Urgent need to recruit more manpower to address the burning need 
for delivery of skilled attendance at delivery and EMOC services such 
as MCH aides/PHN Bs Nurse midwives, AMOs and  COs: this could 
be on short term contracts for underserviced areas. 

 
Long-Term Approaches 

 
·  Increase training outputs so as to compensate for future aging HRH 

workforce   
·  Create a unified national HRH  employment system that co-ordinates 

all the key ministries and training institutions while giving the districts 
the necessary autonomy  

·  Consider contracting the private sector to create a ”locum” pool of 
health workers prepared to take short  contracts in under-serviced 
areas 

·  Re-institute bonding of health workers 
·  Strengthen the role of Zonal Training Centres as one component of a 

decentralised continuing education strategy. The problem is that these 
ZTCs vary so greatly in function, leadership, and capacity, and there 
does not appear to be DP-G consensus on how best to proceed (e.g. 
using one or two strong ZTCs as apex institutions, dividing ZTCs up 
between different development partners for support, etc.) 
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2.3 IMPLICATIONS OF HIV/AIDS AND THE ARV ROLL- OUT ON HEALTH SERVICES AT 
DISTRICT LEVEL 

 
The functioning of health services at District level, and in particular that of the 
hospitals, is affected in several ways by the presence of HIV/AIDS and the ARV roll-
out. The RT in this report presents a brief summary of how the staff and services are 
affected. In doing so reference is made to published data, to information obtained 
from key-informants and to the experience of team members.  A key concern is the 
fact that half of the patients currently on treatment are in Dar es Salaam, raising the 
concern about reinforcing an urban and tertiary care bias. Many countries have 
experienced problems in prevention when the agenda becomes dominated by Care 
and Treatment. Tanzania appears to be no exception, with condom stockouts while 
the Care and Treatment agenda rolls out; only 36% of young women aged 15-19 
using a condom at last high risk sex and 39% of young men. For the age group 20-24 
this has risen to 50.5% for males but dropped to 31.1% for females.  Of the 5.9% of 
young people aged 15-24 who have received VCT, only 6.7% know a source for 
condoms.  There also appears to be a lack of consensus on the best way forward, 
with some development partners pushing for a faster rollout, and some very 
concerned that this issue is eclipsing many others and commanding resources which 
can only be used for this agenda. Annex 8 gives further details of this situation, which 
typically is as follows:  
 

·  increased number of admissions and increased average length of stay 
result in an increased proportion of beds that are occupied by  patients 
with HIV/ AIDS, beds that can no longer be used for other purposes; 

·  examinations, treatment and care of HIV/ AIDS patients requires more of 
scarce resources (laboratory reagents and supplies, drugs, consumables 
like syringes, needles, bandages); 

·  the nature of HIV/ AIDS and the age-group that is affected puts a heavy 
physical and emotional toll on staff in care and counselling. 

 
In conclusion, hospitals are over stretched in all aspects. In addition it is also hospital 
staff that can fall ill. The personal tragedy apart, this puts another strain on already 
scarce human resources. The RT is aware that there is little that can be done in 
terms of the appeal for services as a result of HIV/ AIDS. With annual budgets that 
are already considered tight, there is little room for manoeuvre at district or facility in 
spite of the availability of the Global Fund. The presence of more resourced technical 
programmes is potentially a positive development if and when these resources and 
skills are used to strengthen existing health systems. Yet the RT is concerned about 
the additional claim by these programmes on scarce skilled staff. The current 
emphasis on training in PMTCT and the roll-out of ART treatment are a case in point. 
In addition, the RT shares the observation of the PER Oct. 05 in terms of resource 
allocation between levels , with the “reduction to the Preventive and Primary category 
(from 16% to 14%), with a corresponding increase in the allocation to hospitals.  This 
may in part be due to the reassignment of funds during the FY for the purchase of 
anti-retroviral drugs which are delivered at hospital level.” The RT recommends that 
CHMTs negotiate with these programmes in order to safeguard the ongoing health 
services activities and in addition obtain wider system oriented support during their 
implementation. Furthermore the RT agrees with many key stakeholders that the 
budget for ARVs should more appropriately come from the Ministry of Finance as an 
economic development issue, and not from the MOH budget. And finally, the various 
partners involved in  Care and Treatment could be better managed by those DPs and 
government who have a broader sectoral overview, as was outlined in the DP-G 
retreat 2005. 
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2.4  DRUGS, MEDICAL SUPPLIES, ESSENTIAL EQUIPMENT, TRANSPORT, 
FACILITIES, COMMUNICATION 

 
The issues in this sub-chapter have been adequately and extensively addressed in 
recent studies and reports and often with clear recommendations for improvement 
and/ or remedial action. The RT refers in particular to the following documents: 
 

·  The three Regions Health Study. Final Report. April 2005; 
·  The use of Sector Performance Indicators from 10 selected Districts. 

January 2005; 
·  Proceedings of the 2nd DMOs’ conference. June 2004; 
·  Technical Review of Health Services at District level. March 2004; and 
·  Technical Review of Health Services at District level. March 2003. 

 
Similar to the recommendations on the subjects discussed in the other sub-chapters 
of this report, the RT is of the view that timely implementation of the 
recommendations in these earlier reports would already have resulted in 
considerable quality gains in health service delivery at District level and below. The 
obvious main recommendation by the current RT is to implement/allow 
implementation at Council level by these earlier recommendations while recognising 
that resource constraints are a limiting factor so priority setting will still be necessary. 
 
Drugs and medical supplies 
 
The observations and information as regards to drugs and medical supplies is based 
on interviews with key-informants at the Medical Stores Department – MSD, the 
inclusion of standard questions to all relevant respondents during the field-visits and 
the consultation of in particular the above mentioned reports.   
 
In general and at all levels (MOH, CHMT, health facilities) the indent system 
(currently referred to as the Integrated Logistics System – ILS, in this report both 
terms are used interchangeably) is perceived as an improvement over the “kit” 
system. A positive development has been that there is sufficient capacity at all levels 
to implement the demand driven supply that forms the fundament of the ILS. Other 
advantages that are mentioned are: the increased sense of ownership and the 
greater flexibility where it concerns the selection of drugs and their quantity in 
response to the needs at facility level. The RT found that in general the in-charges of 
health facilities are conversant with the financial ceiling and the assortment of drugs 
that is allowed for the respective level of facility. The RT learned that some in-
charges have as yet to come to terms with their increased responsibility under the 
indent system: the flaws and delays apart that occur higher up in the system (e.g. at 
the level of the DMO and/ or MSD), it is the in-charge who eventually is accountable 
for having ordered the proper assortment and quantity of drugs.  
 
In the indent system the procedures and time-frames for the requisition of drugs are 
clear. The RT points at the following as a possibility for quality improvement. An 
order from a Dispensary or Health Centre requires the signature of the DMO before it 
can be forwarded to the MSD. It is expected in the “order monitoring sheet” that the 
DMO checks and discusses the order with the respective in-charge. The RT has the 
impression that this potential opportunity for quality check and improvement is in 
practice not used and that the signature is therefore no more than a formality. The 
RT therefore recommends the MOH to stimulate the DMO/ CHMT and the in-charges 
to use that opportunity for quality check and improvement. 
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The MSD receives its funds annually from the MOH, with a breakdown of the amount 
for each District. At the MSD an account is kept per district but not per facility in a 
District. Eventually with the ILS a DMO can order on line and check the accounts  
(The ILS is currently piloted in Dodoma and Iringa Regions). 
 
In each district the account per facility is easy to calculate: for each Financial Year 
the maximum amount that a health facility can spend at the MSD on drugs and 
medical supplies is made known. The amount (per month) is also mentioned in 
MSD’s price catalogue. In the catalogue for 2005/06 the amount refers to the value of 
drugs in the respective “kits” for a dispensary or health centre, and in the indent 
system the facilities can order for that amount. The facility is aware of its balance 
because with each order that it receives, the latest balance is stated on the order-
monitoring-sheet.  
 
A DMO or a facility (via the DMO) cannot utilise left-over funds for purchases outside 
the MSD; at the end of the FY unspent funds in a district’s account are transferred 
back by the MSD to the MOH (personal communication Mr. J. Mgaya DG of MSD, 
Feb. 15, 2006) or can remain in the MSD until such times as drugs are available. The 
RT is concerned about these unspent balances (accumulation of idle funds while 
essential items are not procured; potential for leakages). As regards to drug 
purchases by the DMO from other funds: this is allowed when the MSD has returned 
a requisition with “out of stock” written for particular drugs. There is also the issue 
that some orders are oversupplied and weak mechanisms exist to redistribute these 
so drugs expire. This and other examples of wastage are important causes for 
concern in such a resource constrained environment.  
 
On regards to the fixed amount of TShs that is available for each level per type of 
health facility under the indent system, the RT remarks that whereas the simplicity of 
this system has its appeal, it does not reckon with issues of variations in patient 
turnover or morbidity pattern and their ensuing drug requirements.  
 
The RT was informed that the role of the MOHSW is in the Training of the Trainers 
that will conduct the trainings at District level. The actual training of health facility-
staff in the indent-system is however the responsibility of the Councils, a 
responsibility that the Councils apparently can not always fulfil as they do not make 
the funding available. 
 
In all, the RT is positive about the design and implementation of the ILS. The RT 
advises that additional quality gains in the indent system can be made by giving 
attention to the points mentioned in this section that need further improvement 
(scrutiny of a facility’s requisition by the DMO/ CHMT; improved management of 
MSD to avoid stock-outs; sufficient Council funding for the (re-)training of health 
facilities in the indent system). 
 
A general complaint concerns the occurrence of stock-outs of drugs and medical 
supplies at facility level. The RT is aware that, at least where the indent system is 
operational, this can also partly be attributed to factors at the level of an individual 
facility or a district (for example: incorrect orders; irrational use; late submission or 
forwarding of requisitions). A major and longstanding problem in the provision of 
drugs and medical supplies however is the phenomenon of stock-outs at the level of 
the MSD. This problem is acknowledged by the management of MSD and recently 
upon analysis of its own operations and procedures, remedial actions were taken 
(the merge of the sales and procurement departments; shorter lines between the 
Zonal MSDs and the Central MSD).  Other explanations that are given by the MSD 
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relate to the complexity of international tendering. While local suppliers are given 
preference in competitive tenders, some have suggested the quality is variable. Here 
the RT is of the view that this is difficult to accept as an explanation by an 
organisation like MSD; based on its experience and professionalism it should make 
sure that there are no stock-outs.  
 
The RT learned about and shares the concerns about the longstanding stock-outs of 
condoms, injectables etc... The RT is aware that the MSD is not responsible for this 
problem, as it is not involved in the quantification or procurement of contraceptives. 
Here the responsibility is direct with the MOH and the FP commodity development 
partners. The fact that for several months, condoms were hardly available has a  
detrimental effect where it concerns unwanted pregnancies, STI and HIV/AIDS. The 
recent baseline of family planning at facility level conducted by Engender Health (but 
not yet released) quantifies these stock-outs among other issues.  Similar concern is 
due for stock-outs of certain EMOC items: cases in point are blood pressure 
machines and MVA kits. Furthermore the RT points at the fact that for around 6 
months in 2005 there has been a stock-out for hormonal contraceptives and the 
ensuing negative effect on maternal health. As regards to a response to stock-outs, 
the RT learned of different courses of action: in one example the DMO had taken the 
initiative to purchase the required items from other funds in the overall health budget, 
yet in other Districts no action was taken, basically claiming that the system would 
not allow the use of other funds for such purchases. The RT is aware that there are 
no principal objections to utilise existing funds for such purposes and recommends 
the MOH to inform the Councils and the CHMT accordingly. 
 
In the meantime the RT was informed that the process of phasing out the “kit” system 
and rolling out the indent system has come to a – temporary - halt. The actual 
overview as provided by the MSD of the number of districts that operate under the 
“kit” and the indent system is as follows: the “kit” system is still applied in 46 districts 
of 10 regions, serving 1475 dispensaries and 158 health centres. The indent-system 
is already applied in 66 districts in 14 regions, serving 1913 dispensaries and 231 
health centres. In some regions not all districts have changed to the indent-system. 
As the RT has no updated information on the reasons for the halt in the roll-out, it is 
difficult advising on how to get it back on track. It is therefore unlikely that the target 
for nation-wide coverage by the indent system by the year 2008 will be met. A 
positive development is the ongoing pilot of Accredited Drug Dispensing Outlets 
(ADDO) for its objective to improve the availability of drugs in the private sector to 
complement government assisted supplies. 
 
 
Equipment, facilities, transport and communications 
 
With reference to the RT’s special interest in maternal mortality and hence in EMOC, 
during the field visits special attention was given to the condition of the maternity 
ward and labour room and the presence and condition of the EMOC equipment, 
drugs and consumables as well as to the possibility of referrals.  
 
In general, the RT underscores the concern expressed by others as regards to the 
apparent lack of interest where it concerns maintenance and upkeep of 
equipment and facilities. The lack of interest expresses itself in two ways: no 
budgetary allocation and no hands-on where it concerns minor do-able repairs or 
upkeep such as cleaning the premises, gutters etc. The latter may be seen as an 
expression of the general indifference that seems to characterise the health sector. 
The visible lack of upkeep in a facility is in particular regrettable as it is known that 
the appearance of a facility is one of the “quality of care” factors for prospective 
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clients. It would be of interest to include a facility’s state of maintenance and upkeep 
in the equation on utilisation. As regards to presence and maintenance of adequate 
equipment and medical furniture, it is known that this affects the motivation of staff. 
 
In terms of the RT’s areas of special interest regarding maternal health, the findings 
during the field visits give a mixed picture, though the general overtone is not 
positive: with untidy rooms, dysfunctional equipment, and a poor assortment of even 
basic equipment, no light source and often no water. Given these circumstances, the 
established fact that fewer women than one would expect choose to deliver in a 
government health facility should not come as a surprise. The RT is of the view that 
these matters can be rectified without too much extra resources. The CHMT in its 
CCHP plan has to budget for the necessary replacement etc, but moreover it 
requires a change in attitude. The forthcoming report on EMOC-inventory will be 
useful in directing the CHMTs in prioritising the necessary activities towards 
rectification of the situation. The RT learned that CHMTs can be innovative in 
securing budget allocations. CHMTs cannot hide behind assumed rules and 
regulations if they do not take action here. 
 
As regards to the issue of maintenance and repairs, the RT is aware of the action 
that has been taken by way of establishing the Joint Rehabilitation Fund (JRF), the 
manual of which was approved by the GOT and DPs in 2005. The JRF provides 
funds to Councils in a series of phases. In the FY 04/05 16 councils benefited for a 
total sum of 1.8 billion TSH. The expected budget for FY 05/06 is 16.5 billion TSH for 
40 councils.  
 
Where it concerns transport and communications, the RT found that the presence of 
a functioning two way radio system makes an enormous difference. Together with 
the possibility to organise transport in case of an emergency, the presence of a radio 
is a boost to the morale. The health worker can demonstrate that everything possible 
is done to assist the patient. The RT recommends a phased approach at Council 
level by which all health facilities are equipped with a two-way radio. Here again it 
seems to be more the interest and creativity of the DMO and CHMT than real rules 
and regulations that would restrict the implementation of this activity.  
 
As regards to actual transport, the RT advises that it is not realistic to aim for a 
vehicle for each health centre let alone dispensary. Rather it recommends 
considering a budget-line that would finance vouchers that would pay private owners 
once their vehicle is used for the transport of an emergency patient. That certainty 
would be an additional boost to the morale of the health worker. 
 

2.5 ESSENTIAL INTERVENTIONS ACCORDING TO EHP GUIDELINES (PUBLIC AND 
PRIVATE) 

 
The Tanzanian Package of Essential Health Interventions is based on the Burden of 
Disease (BOD) analysis and includes Reproductive and Child Health (RCH), 
Communicable Disease Control (malaria, TB/leprosy, HIV/AIDS and STDs, and 
epidemic control), as well as non-communicable disease control and local priorities. 
Some elements have been quite successful with gains in the last 5 years, as 
shown by the following data from the TDHS 2004/5 in comparison with the 1999 
survey: 
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Achievements in RCH  
 
·  Increases in exclusive breastfeeding from 58% to 70% at 2 months  and from 

11% to 41% at 6  months  
·  % of children with diarrhoea given ORT up from 55% to 70% 
·  Nutrition improved in under 5s: stunting (height for age) from 43% to 38%; 

wasting (or weight for height) fell from 6% to 3% since 1999; and underweight 
(or weight for age) fell from 30% to 22% 

·  Vitamin A distribution in under 5s has tripled to 46% (though with marked 
differentials by education of mother) 

·  Integrated Management of Childhood  Illness (IMCI) rolling out with a 
decentralised strategy and increased resources at district level, good 
utilisation (40% of ill children taken to care), strong cost effective training of 
health workers in case management improving quality of care, good 
partnerships with multi laterals, NGOs, government, technical programs, and 
development partners such as World Bank and USAID. 

·  ANC at least one visit above 90% of which 80% receive TT2 and 60% iron 
supplements 

·  Women under 20 and primigravidas have slightly higher rates of facility births 
(50% and 62% respectively) reflecting risk identification at the ANC visit  

·  An Emergency Obstetric Care (EMOC) baseline is pending (NIMR) and some 
regional analyses have been done (Kigoma etc.) suggesting the need to 
strengthen selected health centres to provide B-EMOC. 

·  A draft roadmap to reduce maternal mortality has been developed which was 
a milestone from 2005 (see comments in Annex 5). 

 
Achievements in Communicable Disease Control 
 
·  Completed EPI sustained at above 80% (DPTP 3 @ 90%) and Tanzania 

nearing polio free status; though completed EPI for children 12-23 months in 
the TDHS is lower with some differentials by education of mothers. 

·  16% of under 5s and pregnant women use Insecticide Treated Nets (ITNs-up 
from 2% in 5 years) and 22% of pregnant women receive IPT; over 50% of 
children under 5 took antimalarials within 24 hours of illness diagnosis, and 
malaria treatment shifted from CQ to SP.  

·  Treatment of children with fever with antimalarials has improved for children 
of mothers with no education (from 44.3% to 49.4%), with incomplete primary 
school from 51.9% to 54.8%, and complete primary from 58.2% to 62.8%  

·  strong TB and leprosy control programs 
·  Some improvements in correct STI management. 
·  25,000 HIV positive patients are receiving ART, with increases in VCT and 

PMTCT as well  
 
Some of these successes reflect “projectised” supports, with focused management 
attention, resource mobilisation, though delivered through decentralised district 
health systems. Some elements of the EHP remain weak however. 
 
Constraints in RCH 
 
·  The most common modern family planning methods are injectables and the 

pill (8% and 6%) neither with barrier back-up in terms of HIV prevention, with 
little effort to involve men who remain the major decision makers.  Some 
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facilities e.g. many FBO do not promote modern methods of FP at all. 
Government facilities contribute to almost 70% of FP methods provided (2/3 
to 4/5 of sterilisation, the pill, injectables and implants but only 20% of 
condoms); FBO only 5% (less than 2% of condoms distributed but just over 
25% of sterilisations); and NGOs, drug shops and social marketing just under 
18% (over 75% of the condom availability, almost 15% of pills, and almost 
10% of injectables). 

·  The contraceptive stock outs discussed in chapter 2.4 are serious problems 
on the supply side. 

·  On the demand side there are missed opportunities for both FP motivation 
and HIV prevention during other health facility encounters.  In fact the weak 
effort to address non users has actually fallen from 1999 RCHs – then 5% of 
non users have been visited by a fieldworker in previous years (now 2.6%) 
and although in 1999 over 50% of non-users had visited a health facility but 
only 27% had family planning discussed, now of the 48.6% of non-users 
visiting a facility, only 17.4% had FP mentioned (TDHS 2004/5). The 
percentage of non-users neither visited nor having FP discussed at health 
facilities has increased slightly from 80% in 1999 to 81.4% in 2004/5. 

·  Less than 50% of sexually active young people aged 15-24 used a condom at 
last high risk sex (TACAIDS HIV Indicator Study 2003) and there is little 
momentum to address adolescent SRH (one quarter of women 15-19 have 
already begun childbearing). Over 12% of women aged 15-24 had sexual 
debut before age 15, 20% of women aged 15-19 used a condom at first sex 
and 10% of their counterparts aged 20-24. Though outlined in the RCH 
strategy, adolescents are not addressed except in a few settings often with 
NGO involvement and the HMIS does not give age disaggregated data to 
assess health services utilization for this high risk group for both maternal and 
infant mortality. Only 5.5% of women aged 15-19 use a modern method of 
contraception.  There are large discrepancies by education: over 42% of 
women 15-19 years have begun childbearing but only 4% of women with 
secondary education. Almost 30% of rural adolescents have begun 
childbearing compared with 20% of their urban counterparts. Over a third of 
adolescents in the Lake or Southern Zones have begun childbearing but less 
than 20% in Northern and Eastern Zones. It is of particular interest that 
Zanzibar has lower infant and under 5 mortality than the Mainland, a higher 
percentage of women with secondary education, much lower percentages of 
adolescent pregnancy (@10%), and no SWAp or until very recently, any 
funds in a district basket.  

·  Though focussed ANC recommends 4 visits, tracking is done for only 1 visit, 
overestimating quality and elements such as RPR testing are weak due to 
stock outs or non-ordering of kits.  

·  The drops in facility births/skilled attendance are linked with low post natal 
coverage which ideally should occur in the first 72 hours when the majority of 
complications arise.  

·  Process indicators are not being followed systematically (Basic and 
Comprehensive Emergency Obstetric Care (EMOC) facilities per 500,000 
population, C-section rates by educational level, case fatality rates for EMOC, 
etc.)  

·  Knowledge of obstetric complications is closely linked with educational level 
as are the marked differentials in modern FP use (@10% for lowest wealth 
quintile and women with no education and over 36% for women in highest 
wealth quintile or having secondary education), ANC, PNC, facility births, birth 
weight 2.5 kg or more, post partum Vitamin A and C-section rates.  
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·  In practice there is little RPR testing in pregnancy due to shortage of kits, little 
testing of haemoglobin both in pregnancy and in children under 5 though 
anaemia is prevalent and linked with both child and maternal mortality.  

·  There is a shortage of MVA kits for post abortion care and fragmentation of 
responsibility between RCH and hospital services to address this.  
Misoprostol has not yet been registered for use in Tanzania for management 
of incomplete abortion, post partum haemorrhage, or delayed third stage 
although limited control trials in Tanzania have shown excellent results with 
this – used by TBAs and other care providers. Low cost generic misoprostol is 
available so a policy decision is needed to allow off-label use. 

·  There has been little change since 1999 in terms of feeding children with 
diarrhoea – 1/3 of mothers gave children less fluids than usual and almost 
50% gave them less food as well during a diarrhoea episode. 

·  There are still high rates of anaemia, a known risk factor for under 5 mortality 
(66% urban and 73% rural) and with education of mother and wealth quintile 
as associated factors no education 76.2%, secondary plus 69.3%, with an 
even larger range by wealth quintile. 

  
Constraints in Communicable Disease Control 
 
·  Syndromic management of STI is highly variable. 
·  Malaria is often over diagnosed. 
·  Emerging and re-emerging diseases and development of drug resistance 
·  The percentage of children under 5 with fever and cough brought to a health 

facility for ARI treatment appears to have dropped for mothers with no 
education (from almost 60% to just over 50%), mothers with incomplete 
primary education from 67.7 to 58.2%, mothers with complete primary from 
71.3% to 57% and little change for mothers with secondary education at @ 
73%. 

 
Constraints in Non-Communicable Disease Control 
 
·  Tanzania is undergoing epidemiologic transition, with increasing 

cardiovascular disease and cancers. There are only early efforts to address 
these. The increasing burden of non-communicable diseases threatens to 
overwhelm already stretched health services. Because of its high BOD, 
communicable diseases have been given more attention than non-
communicable or chronic diseases. The RT is well aware of the 
consequences of the ongoing demographic and epidemiological transition for 
the morbidity pattern and ensuing demands on the health system. The RT 
advises that the choices that will have to be made in the allocation of scarce 
resources will not result in reduced attention for the burden of disease caused 
by communicable diseases and conditions related to pregnancy and 
childbirth. 

 

2.6 COVERAGE, AVAILABILITY AND GEOGRAPHICAL ACCESSIBILITY 

 
In terms of geographic distribution of primary health care facilities over the entire 
country, the situation in Tanzania is still remarkable. This is a widely acknowledged 
legacy from the early post-independence era. Even though few facilities have been 
built over the last decade, nearly 75 % of the total population live within 5 km from a 
dispensary or health centre and 47% live within 10 km from a hospital. The 
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respective proportions for rural areas are 68% and 35%, whereas the proportions for 
urban areas are 96% and around 90% respectively. Over that last decade, the 
proportions went down in rural areas and improved in urban areas. The analysis by 
Smithson (2005) further shows that the negative trend in rural areas is confined to 
the proportions for the lowest three poverty quintiles. The RT suggests  that the gains 
that have been made in the technical programs such as ARI, EPI, IMCI etc. (see 
chapter 2.5) can to a great extent also be attributed to the existence of the network of 
primary facilities, yet the TDHS 2004/5 found that nearly 40% of women who did not 
seek health care found distance to the health facility was the major barrier and a 
similar proportion was limited by lack of transport. Furthermore over 6% did not know 
where to go to seek treatment. (see Annex 9 on barriers to care). 
 
The information of hospitals apart, there are no current data on the proportion of the 
population that lives within 10 km from any facility. The RT learned that population 
mapping showing health facilities and their respective 5 and 10 km radius is no 
longer a common tool for the CCHP.  
 
As regards to the actual utilisation of health facilities, the 10-District study confirmed 
that preferences of people are based on a combination of factors of which 
geographic accessibility is the strongest. Others are the availability of drugs, the 
provider-client relationship and the (opportunity) costs incurred.  
 
The RT is aware of the effect that user-charges may have on the utilisation of 
services, in particular for the poorest quintiles. At the same time the RT points at the 
existing wide range of exemptions, i.e. for many conditions no (official) financial 
barrier exists at facility level that could explain the phenomenon of under-utilisation. 
This is further discussed in chapter 2.8 and Annex 9. 
 
The RT is of the view that a combination of factors may have contributed to the 
chronic underutilisation of the Government’s primary health units (dispensaries and 
health centres). The RT noticed the underutilisation during its field-visits by looking at 
the record books of the health facilities and by the study of performance data in the 
CCHP. The RT looked at utilisation in terms of the absolute number of attendances 
as well as the number of contacts per qualified staff. Though admittedly arbitrary, the 
RT opines that a qualified staff is underutilised if she/he attends fewer than 5 patients 
per hour, .i.e. 30 patients per day on average per staff. Few health facilities would 
have that number of patients. The RT noticed that the existence as such of 
underutilisation was not denied or challenged at the debriefing. Contributing factors 
are: the lack of staff with the appropriate skills mix, the lack of functioning equipment, 
the deterioration as regards to upkeep and maintenance of facilities, premises and 
equipment. Stock-outs of drugs may further contribute to the under-utilisation, though 
the RT has the impression that the availability of drugs has recently been generally 
good (e.g. kit system replaced by indent positive, though as mentioned elsewhere in 
the report, major concerns about the persistent stock-outs of both drugs and 
contraceptives with multiple players including MSD being responsible). Other factors 
are the possibility for timely referral. Whereas the RT supports the view that it is not 
solely the supply-side that determines effective access to health care, it at the same 
time stipulates that it is the obligation of the health facilities and by default of the 
CHMT and the Councils, to ascertain that facilities avail the appropriate mix of skills, 
equipment and drugs and other consumables.  
 
The under-utilisation is striking where it concerns facility based deliveries. In spite of 
a relatively high proportion of (at least one) ANC-visits, fewer than 50 % of the 
deliveries are facility based. Next to explanations in terms of poverty, distance, 
transport and cultural considerations, it is highly plausible that people know that there 
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is no proper EMOC and/ or skills-mix at facility level and that hence there is no 
advantage in delivering in a facility, even where it is for free. The EMOC baseline 
when it is available should guide planners in upgrading selected facilities to provide 
B-EMOC which should improve this situation.  In addition and as argued in chapter 
3.1, optimising use of FBO and reimbursing them (and the private sector) for services 
provided to exempted groups, should help improve utilisation.  
 
As indicated elsewhere in this report, the RT strongly recommends the CHMTs to 
perform and analyse workload studies and use the results for the forthcoming 
CCHPs. In anticipation of the workload analysis, the RT re-iterates its assumption 
that more effective use can be made of the existing resources, leading to increased 
utilisation.  
 

2.7 QUALITY OF CARE  

Tanzania has achieved considerable expansion of coverage and access to health 
services since independence (1961). The health sector reforms initiated in 1993 have 
made some progress in improving the health services. However, the quality of health 
care consistent with policies and available resources remains a challenge that faces 
the Ministry of Health, PMORALG, health providers and the public.  
 
Nevertheless, efforts are being made to improve quality of care. For instance the 
efforts towards a Quality Improvement Framework and a National Tracer Standards 
and Indicators for Quality Improvement, are intended to create a culture of quality in 
health care among health workers and other stakeholders and outline in different 
settings what can be done to improve and institutionalise quality of health care, as 
well as to facilitate periodical monitoring and evaluation of quality services. These are 
necessary tools to monitor progress of functional inputs, service outputs, service 
utilisation, and outcomes. So far these initial efforts are theoretical guides, with only a 
few local practical initiatives attempting to address quality of care. This includes the 
Quality Improvement and Recognition Initiative (QIRI) project in Singida and Manyoni 
district councils of which the assessment results conducted in December 2005 and 
January 2006 following the baseline and first follow-up showed a tremendous 
improvement in quality of health services. Another QIRI project was implemented in 
three regions of Iringa, Arusha and Manyara but unfortunately did not last long.  
 
Other quality improvement activities include training and capacity building on 
Infection Prevention and Control-Injection safety carried out in only 12 hospitals (5 
referral hospitals, 3 regional and 4 district hospitals). Another quality related activity is 
the review of maternal deaths occurring in health facilities. Each facility has a team 
and at different levels there is a Technical Committee for Maternal and Perinatal 
Death Review. The team is coordinated and chaired by the RCH coordinator or 
Obstetrician. The process is at an early stage of conducting maternal deaths audit 
due to lack of well defined quality standards.  Other projects are trying to support 
quality e.g. malaria research funds in Kilimanjaro and Tanga are being used to 
address quality improvements in all district hospitals’ paediatric wards in those 
regions; similarly the demand driven district capacity building initiative in Lake Zone 
has funds for quality improvements. 
 
Supportive supervision as a quality improvement tool is still weak. Whereas 
supervision is conducted at all levels, it appears to be more of a formalistic exercise, 
with little analysis or a problem solving approach aimed at improving health service 
quality. The supervision guidelines developed in 1999 are currently being revised and 
improved. The role of the RHMT in supportive supervision has been debated, and for 
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the last year the only funds available to them for supervision came from the EPI 
programme. The RT recommends that a greater emphasis is put on the supportive 
over the “control or inspection” nature of supervisory visits. 
 
Training and capacity building has also been initiated through the Zonal Training 
Centre for RS/RHMTs and CHMTs regarding effective and supportive supervision 
and hospital management for quality care. There are also initial processes towards 
establishment of a health services accreditation framework, building on some 
formative accreditation efforts and related assessment experiences within the health 
sector and from other sectors. It is noted that the majority of the technical 
programmes provide certification which is a precondition for accreditation. The RT 
underscores the general observation  that quality of care varies widely in all facilities 
owned and managed by government, private and faith based organizations. The RT 
learned that little if any visibility is given to the client service charter (except the 
calendar made available to facilities by Women’s Dignity Project) though it is reported 
to be available at different levels of service including dispensaries and health centres 
and hospitals.  
 
Access to quality is also highly dependent on educational level and wealth quintile of 
the care seeker. TEHIP’s original data found the poorest were treated differently at 
health facility level, with less access to appropriate drugs etc. for ill children.  
Similarly women with at least secondary education have greater access to 
Caesarean section (over 12%) compared with women with no education (just over 
1%); were more likely to have newborns weighed (87% compared with 34%); were 
more likely to have better qualified birth attendants; and be much more likely to have 
quality antenatal care: 
 

Access to Quality Antenatal Care: TDHS 2004/5 (from table 9.7) 
Level of 
Education 

Informed 
about 
pregnancy 
complications 

Weight 
measured 

BP 
taken 

Urine 
taken 

Received 
iron  

Given 
antimalarials 

None 36.4% 91.0% 53.1% 26.0% 57.4% 39.7% 
Secondary
+ 

65.7% 97.1% 92.9% 84.1% 58.9% 
(primary 
incomplete 
65.1) 

58.2% 

  
In conclusion: standards for service delivery are insufficiently specified and access to 
quality care highly dependent on education. The above mentioned multiple efforts to 
improve quality of health services have as yet to be “translated” into practical tools for 
staff at district health facilities. As regards to the interest of staff in service delivery in 
general and quality services in particular, the RT is of the view that staff at various 
levels appear to be passive and not proactive for change.  Attitudes of staff need 
considerable improvement, for example the TDHS 2004/5 found nearly 15% of 
women who did not seek health care were limited by the expectation of an unfriendly 
provider of care. There is of course notable exceptions and the RT recommends that 
such best practices are recorded and shared with CHMTs in all Councils for example 
in the annual DMO Conferences..  
 
Concerns have been raised (GRAP-SWAP 2005) that “quality….remain(s) much 
below acceptable standards; this may be explained that the shift in focus from 
process and system improvement to quality of care only happened in 2003, five 
years after the adoption of the SWAp.” 
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Recommendations: 
 
Quick Wins 

·  Monitor and supervise the supervision so it is applied as a tool to improve 
services  

·  Strengthen District Health Board and Facility Health Committee role on 
performance monitoring 

·  Recognise and support maternal death review teams and technical 
committees to accelerate universal application 

·  Develop mechanisms for encouraging and stimulating health personnel to 
be more proactive and innovative for practical quality improvement activities 

·  Provide community feedback on quality 
 
Medium Term 
·  Strengthen and improve leadership 
·  Mobilise resources and scale up Quality Improvement and Recognition 

Initiatives (QIRI) 
·  Accelerate establishment of health services accreditation framework in line 

with universal highly visible application of client service charter (could 
collaborate with CSO in this) at all health facilities (public, private and faith 
based organisations) 

·  Revisit availability and function of equipment and human resources re: EMOC 
and make plan to bring up to standard in next financial year. 

·  Introduce and enable health institutions for Self Performance Assessment on 
quality delivery of services using available standardized tool. 

 

2.8 FINANCIAL BARRIERS TO THE SICK POOR 

 
The health system in Tanzania is “pro-poor” in many ways: from the 1967 Arusha 
declaration to the scope of Mkukuta (the country’s poverty reduction strategy) 
Government has repeatedly stated that health care should be provided equitably to 
all Tanzanians, rich or poor. The rapid extension of the network of health services 
since the 1970s has led to a high geographic density of health services. Even though 
the country has left the path of free health care for all with the introduction of user 
fees in the 1990s, exemption and waiver mechanisms are theoretically in place. And 
with the introduction of the Community Health Funds a health insurance-like scheme 
has been introduced that has the potential for a built-in mechanism for free 
membership for poor families. 
 
It is still safe to say, however, that many of the poor are excluded from using health 
services in both urban and rural areas. For example, the TDHS 2004/5 reviewed 
reasons for women not accessing health care when ill: 40% of the women did not 
seek health care because of lack of money for treatment. Annex 9 outlines some of 
the published data on the extent of this exclusion, and the precise causes of it for 
different user groups though documented evidence still leaves many questions. Not 
enough comprehensive information of service access and use by the poor is 
available, mainly because of poor recording and reporting data from health facilities. 
Smithson (Health in Tanzania 2005) refers to the lowest three quintiles as the ones 
that make least use of health services, based on the TDHS 2004/5 among other 
documents. 
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For example, the 2004/5 TDHS obtained information on a number of delivery 
characteristics including caesarean sections and birth weight. In countries where the 
proportion of facility deliveries is comparatively low, such as Tanzania, the caesarean 
section rate provides a proxy for women’s access to care for complicated deliveries. 
The Safe Motherhood Interagency Working group, composed of agencies including 
UNICEF, UNFPA, the World Bank, the World Health Organisation, the International 
Planned Parenthood Foundation and the Population Council, established an indicator 
for sufficient and appropriate availability and use of caesarean section: the national 
coverage of use of caesarean section techniques should not be less than 5 percent, 
nor in excess of 15 percent (FCI, 1998). 
 
Table 9.7 of the TDHS shows that only 3 percent of babies born in Tanzania are 
delivered by caesarean section, the same proportion estimated by 1999 TRCHS. 
This indicates that Tanzanian mothers have insufficient access to essential maternal 
health services, because the C-section rate is below the 5 percent threshold. 
Moreover, access to such services is not uniform. Women living in urban areas, the 
Eastern zone, those women with at least secondary education, and those in the 
wealthiest households are more likely than others to have had a C-section. Annex 9 
cites additional areas of concern from the TDHS 2004/5 on cost as well as other 
barriers to care. 
 
Poverty comes in many forms: from the seasonality of cash availability in rural 
households, but stable food supplies from subsistence farming on the one side, all 
the way to food poverty (households and individuals not able to grow or buy food in 
sufficient quantity) on the other side. Rich and poor may live together (more or less) 
side by side in communities, and even in households and families. Older persons 
may be poorer than younger people, households closer to community centres richer 
than those at the periphery. The poor have also lower visibility in community life, and 
less voice and participation. 
 
Exemptions 
 
General user fees are charged in practically all public hospitals, and in a large 
number of public health centres and dispensaries. Priority health services to 
vulnerable groups, however, are provided free of charge (the so-called “exemption 
system”). Free services include all care for women during pregnancy and child birth 
(including caesarean section if necessary), all curative and preventive care for 
children under five, and treatment and care for certain chronic diseases such as TB, 
Leprosy,, HIV/AIDS, and cancer. There is inconsistency between facilities about what 
is to be exempted: does it include EMOC? Are other RH care services exempt such 
as STI treatment, cancers etc.? Exemption policies are supposed to be largely 
followed, but the lower C-section rates for poor women and the decline in facility 
births suggest that practices are not fully consistent. FBO facilities are not 
reimbursed for their clients in exempted categories which disadvantages those 
Tanzanians in poor rural areas served by FBO. Cases where women are asked to 
buy gloves and drugs for child birth are reported but the extent of this is not fully 
known. Unofficial payments, however, may be common; the extent of this practice is 
not known.  These issues are discussed further in Annex 9. 
 
 
Waivers 
 
While exemption policies appear to work, waivers (the waiving of general user fees 
for health care) present a number of problems. Eligible for general waivers are the 
poor (with appropriate documentation), emergency patients (temporary waiver), 
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health workers, prisoners, the disabled and the elderly. Inconsistent waiver registers, 
forms and processes, unclear definitions of eligibility for waivers (definition of "poor"), 
lack of support from health staff and health services management make it more 
difficult than necessary for patients (and especially the poor) to get their fees waived. 
Waivers should in principle be issued by the communities. However, lack of 
information, the fear of stigmatisation, and long registration procedures make the 
process difficult for many people.  
 
Many of the poor are unaware of their rights regarding exemption and waivers, and of 
the administrative processes to be followed, and will just show up at a health service 
demanding treatment. Health care providers have developed different strategies to 
deal with such a situation: public services tend to provide treatment anyway (in many 
public hospitals 50% of all patients don’t pay, regardless of their income status); faith-
based health services usually insist on payment regardless of income status, and 
may follow up vigorously, sometimes with the help of village authorities (and usually 
still end up with only about 70% of their patients paying the full price, 25% paying at 
least part of the cost of care, and 5% finally unable to pay anything); private for-profit 
health care, finally, will try to adjust their services to the financial capabilities of the 
patient (often with the result of providing incomplete or sub-standard treatment and 
care). 
 
In summary: hospitals can routinely waive fees without much inquiry, but the recent 
TDHS data on barriers to care and C-section rates by educational level suggest that 
actually getting free services in the public sector remains an issue for many poor 
patients. In both the public (TEHIP data) and private sector, however, poor patients 
do receive lower quality of care, with little continuity and less attention to treatment 
outcome. 
 
 
Improving access for the poor 
 
The upcoming exemption and waiver study will make recommendations for 
improvement of access by vulnerable groups. Poor and disadvantaged groups 
(whether temporarily or permanently) experience a number of geographical and 
financial access restrictions. But it is most likely that the total cost of accessing health 
services (including transport, subsistence and other opportunity costs) limits access 
most, of which direct service costs may be only a relatively small part. Total health 
care costs can be lowered in a number of ways: better prevention, better quality and 
continuity of care, more capacity in services closer to the community, cheaper 
transport e.g. a voucher scheme to allow women requiring transport to EMOC to 
access private hire services, better subsistence schemes for patients and 
accompanying family members, etc. It should be recognized that high (and rising) 
costs of health care do delay care seeking, and further increase the cost of treatment 
to both patient and the health systems. Annex 9 details the many barriers to care. 
 
Communities need to provide better support for waiver schemes, and need to play a 
leading role in identifying and enrolling eligible individuals and households in the 
scheme. Waivers need to be issued properly and transparently, and the process 
needs to be monitored and audited. Health facilities need to be reimbursed for 
services provided to the poor. Rules and regulations in this regard laid down in the 
cost sharing manual of 2002 need to be applied and enforced. The practice of 
unofficial payments (by some estimates twice of what is being charged as user fees) 
needs to be controlled. Development and introduction of social safety nets, such as 
social health insurance for the formal sector, and pro-poor community health funds 
mechanisms for the informal sector, need to accelerate. Critical gaps in social health 



Annual Health Sector Review 2006  
District Health Services Delivery 

HERA/ Final report/ April 2006                                                                                                                                                                           21 

insurance for rural populations need to be closed: coverage of hospital services, 
better incentives to use preventive health care, and coverage of the cost of 
rehabilitative services. 
 
The capacity of health services to ensure that the poor have better access to care 
may be limited. It is, however, important for the CHMTs to advise and encourage 
health staff to give the poor, once they come to a facility, equal attention and 
treatment. 
 
 

3.  Planning, budgeting and accountability 

3.1.  BOARDS, COMMITTEES AND PLANS 

 
Board and Committees 
 
The Council Health Service Board Establishment, a Model Instrument of 2001 presents a 
comprehensive and elaborate overview of the composition, tasks, responsibilities and 
procedural aspects of the different health-related Boards and Committees at Council level 
and facility level. At the Council level is the Council Health Management Team (CHMT). 
For each level of facility a Facility Committee is outlined as well as a Committee for the 
administrative Ward. The Model Instrument mentions explicitly that among the members 
there should be women and persons representing the Community. 
 
The RT was informed that in the meantime in most districts the Council Health 
Service Boards (CHSB) have been installed but in many cases are not yet 
operational. This in turn appears one of the impediments for the Community Health 
Fund to become operational with the accumulation of unspent CHF revenues as a 
consequence. The CHSB is answerable to the Council, the CHMT to the CHSB. The 
CHMT submits its annual Comprehensive Council Health Plan (CCHP) to the CHSB 
and the Regional Health Management Team (RHMT). As per the Model Instrument, 
the Hospital Governing Committee as well as the comparable Committees at the 
level of a Health Centre and Dispensary submit their plans and budgets for approval 
to the CHSB. The RT notes that here apparently a choice is made for the 
administrative and not the technical line. As remarked above, the RT does not have 
the impression that all these committees are as yet operational and hence no 
incidences of possible misunderstandings between the role of the CHMT and the 
CHSB have arisen. It is unclear to the RT why the CHSB should have a screening 
function over and above that of the CHMT. The RT advises that all facility health 
plans and budgets need only be sent to the CHMT so  the CHMT can really become 
the technical arm of the Council. As for input from the RHMT, the RT has already 
stated that that can only be seen as useful by the Councils/ DHMTs if and when there 
is higher technical knowledge at Regional level.  The RT recommends a revisit of the 
routing of the plans, budgets and reports of health facilities and nominating the 
CHMT as the first addressee.  
 
The RT learned that few lower level facilities have the required committee. The RT 
surmises that the reported little interest at facility and community level might be 
attributed to the fact that there is basically so little to manage at facility level. The 
shortage of skilled staff, lack of equipment, stock-outs of drugs and poor 
maintenance make people cautious. The RT recommends undertaking a “quick and 
dirty” inventory on the actual number and functioning of committees at the level of 
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facilities and wards and  the reason for their (non-)functioning. The report on the 
inventory should include a list of the minimum requirements that would make 
participation attractive. The survey is to be commissioned by the Council and be 
done by the CHMT. The RT is grateful for the DP-G comments as it indicates that 
issues of mandate, autonomy and incentive (material or immaterial) have so far 
insufficiently been addressed. On these issues the RT advises the MOH to design a 
minimum package/ set of rules and inform the Councils/ DHMTs. 
 
The composition of the CHMT is presented in the Model Instrument and duly 
implemented. The RT points at an oversight and recommends correcting. The oversight is 
the absence of the District RCH co-ordinator as a full member of the CHMT. In many 
instances the RCH is only a co-opted member. Yet in view of the volume of morbidity and 
preventive activities for women and children a full membership is justified both at Council 
and Regional levels. As a case in point: it is unclear to the RT why the dental surgeon 
should be full member of the CHMT and the RCH a co-opted member only. 
 
Likewise, the RT recommends that a representative of the Faith Based Hospital (if any) or 
from the Faith Based facilities become a (co-opted) member of the CHMT. This in 
recognition of the role that is played by Faith Based Organisations (FBOs). . According to 
the guidelines they already exist as a non-for profit health facility representative in the 
CHSB. Here again there may be discrepancies between the word and the reality and it 
would be worthwhile to make an inventory: in how many Districts are FBOs a (co-opted) 
member of the CHSB and/or CHMT? And how have FBOs selected a representative from 
the different denominations? Therefore the RT advises that the FBOs’ health facilities be 
invited to send one representative to become a full member of both the CHSB and the 
CHMT in the event of a FBO-Hospital in the District and/ or of the Ward Committee where 
it concerns the a FBO-HC/ Dispensary.   
 
 
Plans 
 
For the last years the CHMTs each year have prepared their Comprehensive Council 
Health Plans (CCHPs). A number of useful guidelines and frameworks have been 
developed to facilitate and standardise that process, and most CHMTs have been 
trained in their application. The RT learned that in the meantime most if not all 
CHMTs are capable of preparing qualitative acceptable annual plans and budgets. 
Upon sub-mission through the CHSB and the Regional Secretariats, the CCHPs are 
re-assessed at National level. The re-assessment is on financial and technical 
criteria. The RT found that in the re-assessment the financial criteria seem to have 
the upper hand. Over time few(er) CCHPs are considered not acceptable on financial 
matters and are requested to re-submit heir plans. This is a positive development as 
it illustrates that more and more CHMTs are well conversed with the complexities in 
the budgeting. Even so, for the last 2 years over 50% of the CCHP have received 
audit queries indicating that there is still room for further improvement. 
 
 
As regards to technical matters, the RT is of the view that there is ample room for 
improvement, both at the level of the CHMTs itself as at the national level. e.g. at the 
time of the re-assessment. The RT has the impression that often a mechanistic 
approach is applied where it concerns technical issues, with little role at the national 
level and a variously applied role at the regional level in technical scrutiny of Council 
plans. The areas to be covered (the Essential Package of Health Services) are duly 
mentioned. Yet little attention is given to analysis of achievement (or lack of the 
same) of previous set targets and activities. This is surprising as the writing of the 
CCHPs reportedly can take up to one month for (the majority of) the CHMT which as 
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the RT opines would allow ample time for a thorough .reflection and analysis. The 
more so where most facilities have duly submitted their statistical data. This technical 
issue apart, the RT points at the fact that given the rise in allowances, the cost of 
producing the CCHP is rising to an unacceptable level and is consuming a 
disproportionate share of the ceiling set for allowances etc. For example: specific 
assessment is missing of whether the right priorities are being set and subsequent 
activities are being undertaken (with the need to strengthen maternal health as a 
case in point). The RT therefore advises that a person with RCH experience needs to 
scrutinise the CCHPs to ensure they are consistent with the standards being set at 
national level. Also missing is a facility oriented analysis of workload vis-à-vis the 
availability of resources and trends in the same. As noted in the DP-G comments to 
the RT: “The issue on CCHP is not only on the quality (which has been improving 
with time) but rather the plans are rarely based on the health problems/existing data 
available”. 
 
Where it concerns activities in the CCHPs that will be financed, with the exception of 
a number of creative and pro-active DMOs and CHMTs, the general attitude is rather 
passive. The examples of the creative CHMTs show that even within the existing, 
and the RT acknowledges necessary, rules and regulations that govern the budgets 
there is ample room to manoeuvre. Examples are additional funds for: allowances for 
refresher courses; minor maintenance and upkeep; purchase of 2-way radio-
communication. The RT recommends that a compilation of good practices be made 
by the MOH/Health Reform Secretariat and circulated among the CHSBs and 
CHMTs. The RT wishes to further quote the DP-G response to our draft report, and 
comment on it as follows: 
 
 
DP-G Comment RT Response 
The districts are still mainly dependent on 
basket and block grants. These funds  
are yet to be sufficient to the real needs of 
the districts. The trend has been to  
upscale vertical interventions into the  
CCHP by the district (as recommended 
by central and Development partners)  
versus the meager resources available at  
the districts. And most of these interven- 
tions pushed for districts to integrate in  
their CCHP have focused on 
trainings/refresher courses which already 
have a ceiling. Furthermore at the district 
level these programmatic activities which 
include also trainings are competing with 
other administrative costs. Thus there’s need 
to look critically on the budget guidelines and 
ceilings provided for the districts to spend on 
specific items. 
 
Leveraging of resources really depends on 
DMO capacity in thinking strategically and 
leadership. But also some districts have very 
few partners (NGOS or DP) vertical projects 
thus finding it difficult for leveraging 
resources at district levels. Furthermore 
some existing resources from other 
programmes such as HIV/AIDS and TASAF 
have been partially integrated in the CCHPs 

If at all the comment means to say that at 
District level there is no room/ resource/ 
competence then that support the 
observations of the RT. Interesting to read in 
this comment that a) the basket/ block funds 
are YET to be sufficient, and b) that 
apparently the vertical interventions are to be 
scaled-up in the CCHPs. Elsewhere the 
DPartners comment on the fact that these 
vertical programs are an integral part etc. of 
the CCHP. If that were the case, then CHMTs 
should be able/ allowed to choose their own 
priorities. This comment underscores the fact 
that apparently resources are tied up.  
 
 
 
 
 
 
The ET could not agree more here. How 
does the DP-G and the technical programs 
help in policy dialogue to strive for equity if 
some districts are relatively disadvantaged in 
terms of partners and resources? 
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with most districts, which if well integrated 
they can be used to address various RH 
services at community and facility level. 
 
From what (the DP-G) understands (in 
practice) the process for coming up with 
CCHP in most districts have not involved 
“fully” the health center and dispensaries. In 
addition those levels do not always have a 
copy of their plans even once approved. 
Thus ownership is poor at lower level (health 
center and dispensaries). Good practices 
exist in DSM region which other districts can 
adopt on the process. 
 
Key issue/question is how to merge the 
decentralisation agenda with a more bottom-
up planning and budgeting approach with a 
top-down policy oversight. At the moment it 
still seems very centralized control and this 
seems to be winning…. All the action in 
terms of primary delivery is taking place at 
the district level but very much controlled by 
the centre. The Centre does not seem willing 
to let go. 
 
 
 
 

 
 
 
 
It is recommended that a CCHP next to 
presenting the itemised summary for the 
district, also  presents annexes with itemised 
summary per health facility. So all parties will 
know what they can expect/ are expected to 
do. 
 
 
 
 
 
The RT is of the view that there should be 
clarity as regards to planning and budgeting 
rules and guidelines, also in the interest to 
ensure that all facilities will have a minimum 
set of specified activities. As regards to 
bottom-up, this would greatly depend on the 
competences at District level. Absence of the 
latter can be seen as at odds with the 
autonomy to plan etc.  The issue is not so 
much the fact that there has to be check and 
control by higher levels (NB: the role of 
Regions appears to be a political hot potato) 
but the competence / professionalism by 
which it is done. The current scrutiny of 
CCHPs at Central level is on admin/ finance 
only and not on technical issues, a concern 
which the DP-G seems to share in their 
comments. The RT thinks these comments 
support the findings and views of the RT that: 
there is discrepancy between what is written/ 
thought at the national level and the reality on 
the ground. 
 

 
 
The RT expresses concern about the lack of will to reimburse FBOs for the services that 
are exempted in Government facilities. It is Tanzanian citizens in the catchment areas of 
the FBO facilities that are thus denied free services that are available to their fellow 
citizens. It is the more regretful in reference to the special focus in this Review on MM and 
EMOC when financial barriers would impede seeking services when needed. The RT has 
not come across a solid justification or explanation for this phenomenon of reluctance to 
reimburse the FBOs for the exempted services. In as far as the RT has studied the 
budget framework for CHMTs and given the authority that is vested in the CHSB, the RT 
opines that there are no legal hindrances at Council level to start negotiations with the 
FBOs on this subject. The fact that currently at national level efforts are being made to 
finalize a “Service Agreement Contract” between the MOH and CSSC and the Private 
Hospital Association, should by itself not be seen as an excuse not to be creative at 
Council level. Eventually a National Contract will replace whatever local arrangements 
have been made. 
 
Given the initial stage of functioning at the level of the CHSB, the RT was not surprised 
that very few annual health plans and budgets are as yet being made for health centres 
and dispensaries. 
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3.2. ALLOCATION OF SUBSIDIES AND RESOURCE ALLOCATION FORMULA 

 
Resources provided through the Health Basket Fund (equivalent to $0.50 per capita, 
thus automatically adjusted for population growth) were originally allocated to districts 
strictly on a population size basis. When it was felt that this kind of allocation would 
not respond adequately to the varying resource needs of districts a new formula was 
developed. The new formula would cover allocations of both the health basket and 
local government grants.  
 
Government, supported by external consultants developed a system of 
intergovernmental grants, with an emphasis on recurrent allocations (Resources 
Allocation Formula For Health Basket Fund). The new allocation system should help 
to enhance equity and fairness, should be simple and transparent to apply, and 
should be able to cover both the health governmental grant for each Local 
Government Authority as well as basket funds.  The formula uses population (70%), 
poverty count (10%), district vehicle route (10%) and under-five mortality (10%) as 
weighted parameters. Population is (reasonably) assigned the highest weight, but 
districts with high levels of poverty, child mortality and problems of geographical 
access receive proportionally more funds. Under the formula rural poor districts 
should receive higher per capita funding from government grants and health basket 
than, for example, urban districts. Even with higher allocations many of the poorer 
districts will still be disadvantaged due to serious problems with regard to health 
infrastructure, roads and geographical  accessibility, compared to urban areas. 
Future revisions of the allocation formulae need to take this into account. 
 
An assessment of the redistributive effect of the allocation formula was attempted in 
the Public Health Expenditure Review (Health sector PER update FY 2004). Data 
and time did not allow an in-depth analysis, but there are indications that, contrary to 
expectations, budgetary growth for both salary (PE) and recurrent (OC) allocations 
was higher for urban than for rural councils. Distribution and allocation should be 
analysed in more detail in the upcoming PER update for FY 2005 including an 
analysis of the distribution and allocation of resources within district councils, which 
may require a more detailed tracking study. In addition, the fact that allowances of 
various types largely to supplement low salaries from the PE contributions, are paid 
out of the OC component, needs to be examined. 
 
An area of concern is the data underlying the allocation calculation. While for 
population data the 2002 Population and Housing Census (district-level data) is used 
district-level poverty counts are not available. Instead, district poverty estimates are 
derived from regional data in the Household Budget Survey 2002. This data can only 
give an approximation and may be misleading in some cases. The under-five 
mortality data used has similar limitations. District mortality estimates are derived 
from rural and urban data from the 1999 Reproductive and Child Health Survey. A 
critical review of the methodology and the underlying data base is required in the 
near future, now that the TDHS 2004/5 is available documenting steep declines in 
under 5 mortality with persisting geographic differentials; together with the recent 
Poverty and Human Development Report which updates district level poverty 
comparisons. There are also plans to repeat the Household Budget Survey in the 
near future. 
 
Use of the new allocation system for Basket Funds started on 1 January 2004 and for 
the block grants July 2004. Both PE and OC are covered. Monitoring is done based 
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on quarterly council financial reports. After having gone through at least two FY 
planning exercises councils are using the system with a high degree of confidence: 
even though there have been delays in the disbursement of pooled funds, with 
disbursement of government funds not following the prepared cash flow, in most 
cases funds for planned and budgeted activities were made available and ultimately 
disbursed. There is no documented evidence that late disbursements have led to 
planned activities not being carried out in the plan period. 
 
Resource allocation within districts is to six cost centres (Office of the DMO, Council 
Hospital, Voluntary Agency Hospitals if available, Health Centres, Dispensaries, and 
community health services). Minimum and maximum percentage allocation ranges 
are given, with hospitals (public and faith-based) allocated up to 50% of the 
combined local government grant and health basket, and the office of the DMO up to 
20%.  
 
Again, a critical review of the effects of the allocation formula on service provision, 
and on the delivery of the package of essential health interventions, should be high 
on the agenda of the MOH. Questions to be asked are: Is the allocation scheme 
appropriate to improve equity of access, and quality of care as well as utilization of 
primary care facilities? Are the new allocation mechanisms substantive enough to 
reduce inequities within districts and regions, and between rural and urban areas? 
How good is compliance with the allocation formula, are adjustments and regular 
updates carried out, and what are the factors that might distort and undermine the 
system (e.g. large health projects and interventions funded outside of the 
comprehensive council health plan)?  
 
Finally: As allocations to faith-based facilities are mainly dependent on whether these 
are assigned DDH (District Designated Hospital) status or not, some facilities have 
tried to change to a higher grade level to get better or more funding. Is this practice 
desirable, or likely to distort the health system and the difficult to achieve balance 
between hospital and primary care levels? 
 
 

3.3. ACCOUNTABILITY ON SUBSIDIES IN PUBLIC AND PRIVATE STRUCTURES 

A review of available documentation indicates that accountability and transparency of 
financial management at district level, at least for funding through the government 
block grants and health basket fund, has improved and is largely satisfactory. 
However, approximately 50% of CCHPs were given queries in the last audit, 
unchanged for last 2 years. 
 
 
Government grants and health basket funds 
 
Councils are required to prepare quarterly financial reports. An assessment of council 
reports for the first quarter of FY05 (Re-assessment of Councils’ Comprehensive 
Health Plans Financial Progress Reports for the First Quarter (July – September 
2005) shows: 
 
·  40 (out of 113) council reports were either late or incomplete. 
 
·  In many types of council serious problems were found with bank reconciliation 

statements, certificates of bank balances, and balance approvals by council 
authorities. 
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·  Expenditure for certain lines of government grants and basket funds above 

the allowed ceilings took place, but this occurred not very frequently; under-
utilisation of funds was also found in isolated cases; overall councils did apply 
allocation formulas and respected expenditure ceilings. 

 
·  It was also noted that most councils did not provide any contributions to the 

health sector from their own funds. 
 
As a result of the assessment 14 councils (12% of all councils) were not 
recommended to receive funding for the third quarter of FY05. The remaining 99 
councils received the go-ahead for a total third-quarter funding of 4.250b TSH, 
ranging (for rural mainland districts) from a minimum of 20 million TSH to a maximum 
of 70 million TSH. Urban districts of Dar es Salaam were approved to receive 
between 80 million TSH and 155 million TSH for the quarter. 
 
The outcome is significant because it shows that a large majority of councils, large 
and small, and urban and rural, are on their way to install adequate management 
systems for their subsidies and grants, using moderately complex financial planning 
and management procedures, as well as the services of local banks. As subsidies to 
faith-based health services (church hospitals and primary care facilities) are included 
in the comprehensive council health plans this assessment may begin to apply to 
these private health services as well. 
 
User fees and Community Health Funds 
 
Not enough information is available to assess the effectiveness of financial 
management processes regarding local health facility revenue (income from user 
fees), and fees and claims management for the Community Health Funds. Current 
operations guidelines for the Community Health Fund (Community Health Fund – 
Operations Guidelines) are very clear, focused and simple in the financial 
management area – e.g. with regard to fund collection and management, 
procurement of goods, accounting and auditing procedures, bank accounts, financial 
records, billing and claims processing, and reporting and supervision. 
 
Marketing for Community Health Fund membership, and basic membership 
management is done by CHF representatives who are located at district health 
facilities. They are also responsible for collection and management of revenue from 
user fees, indicating the close institutional and managerial link between the two 
systems, and close integration into overall district planning and management. Given 
this synergy it may well be that growing experience with the planning, use and 
management of government grants and basket funding, and application of similar 
procedures for the community health funds, would lead to equally transparent 
processes in the management of user payments and contributions.  Though it is clear 
to the RT that these funds are different (CHF as community based, grant funding and 
basket funds etc. government based) if health facility staff and the CHMTs gain 
experience in one system, it may facilitate introduction and operation of similar 
management systems in other areas. Capacity is being developed in a general way.  
 
Documented evidence, however, is not yet available to support this assumption and 
many concerns have been raised e.g. in  the PER Final Report October 2005:  “As in 
previous years, it proved extremely difficult to get information on the activity of the 
Community Health Fund, raising questions about accountability – both to the 
government and to the population – as well as about the efficiency of use of scarce 
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resources within the sector………. It appears indisputable; however, given original 
intentions and projected coverage levels, that performance has been disappointing to 
date.  In addition to the poor upward and downward accountability indicated by the 
lack of reliable data on income and expenditure under the CHF, far more detailed 
information would be required regarding benefit packages, utilisation of members 
compared with non-members, administrative costs etc in order to determine the 
broader value of the CHF and its opportunity cost.  A more detailed evaluation of the 
scheme’s overall performance is long overdue, and should be undertaken before the 
next PER update.” One specific area to address among others as discussed in 
Annex 6 is whether it is appropriate for health staff to collect cash contributions to the 
CHF.   
 
 
Other payments by patients at health facilities 
 
Little is know about patients’ unofficial payments at health facilities, be they in the 
form of “under-the-table” payments or unrecorded and unaccounted-for user fee 
payments. Case studies (In Their Own Words Poor Women and Health Services) 
and anecdotal evidence seem to indicate that unofficial payments are requested and 
made routinely, that they are substantial, and a major part of total health care costs 
for individuals and households. 
 
Public health facilities (different from church hospitals, for example) do not announce 
in any visible way the list of prices and fees.  Equally, public health facilities are not 
required to publicly show which services are provided free of charge. Finally, 
information that says: “Unofficial payments to health staff are not allowed. If you are 
asked to pay … please inform … immediately …” are not available anywhere, and no 
“Ombudsman” function or service, e.g. according to a “Local Government 
Ombudsmen” system to investigate complaints about councils and other bodies (see 
Commission for Local Administration in England) is available. As discussed further in 
Annex 9, barriers to care persist. 
 

4. Conclusion 
 
 
The RT has taken the view in this report that “asking the tough questions” is our most 
important task and to try to engage in a dialogue with sector stakeholders on these. 
Inter alia these include: 

·  Why is there such a gap between policy and implementation? 
·  Why is reproductive health with the exception of HIV/AIDS not being tackled 

effectively? 
·  What is contributing to the often ineffective managerial and technical 

oversight in key areas which is constraining quality? 
·  Why is HRH not moving and how much of this reflects the climate or 

constraints of organisational change (health sector reform, decentralisation 
etc.)? 

·  How can we continue to best address equity issues in a resource constrained 
environment? 

·  How can the ART roll-out be better managed recognising the weak systems it 
is being implemented through? 

·  How can commodity supports and the continuing problems in this area be 
much more solidly addressed? 
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·  What are the opportunities to improve resource management within the 
existing envelope? 

·  Are there any lessons learned that could improve the management of an 
optimal mix of funding modalities? 

 
It is hoped that this understandably controversial report has addressed these 
questions and that the stakeholders on the ground can continue to focus on these 
problematic areas. 
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 Annex 1 TOR for Technical Review 2006 –Final Draft 
District Health Services Delivery in Tanzania - Where are we in 
Terms of Quantity and Quality of health care provision? 
 
1.1 INTRODUCTION 
 
The Government of the United Republic of Tanzania has been implementing far 
reaching health sector reforms since the mid-1990. Since 1999, the MOH/PORALG 
has been implementing health reforms through application of Sector Wide 
Approaches (SWAPs). 
 
The Ministry of Health (MOH) in coordination with on going Local Government 
Reforms has decentralised health services to Local Authorities throughout the 
country. The implementation of health sector reforms is in line with the Second 
Health Sector Strategic Plan (July 2003-June 2008) and Mkukuta strategy through 
three clusters of broad outcomes: (i) growth and reduction of income poverty; (ii) 
improvement of quality of life and social wellbeing (iii) good governance. The health 
sector falls under cluster (ii). 

 
The government of Tanzania, development partners in the  health sector and other 
stakeholders have agreed to again conduct a technical review whose findings will 
provide input to the Annual Joint Health Sector Review scheduled to take place in 
April 2006, The technical review will be conducted by an independent technical 
review team comprising of International and National consultants.  
 
1.2 OBJECTIVES OF THE STUDY 
 
To carry out a review to understand the links between health service delivery at 
district level and improving/stagnating/declining health outcomes for men, women 
and children as indicated in the Demographic Health Survey (DHS) 2005.   
 
To provide a concise report of the findings and provide implementable 
recommendations for improvement of district health services with corresponding 
policy implications based on: 

·  What is currently working at district level to improve health outcomes 
and what opportunities exist for further health gains? 

·  What challenges and constraints exist at district level that inhibit the 
improvement of health outcomes and how these can be overcome? 

 
1.3 SCOPE OF WORK 
 
The Review Team will mainly focus on following issues during its work: 
The review team will provide an objective assessment on health services delivery at 
district level in priority areas such as the human resource for health crisis, drugs and 
medical supplies, essential equipment and transport including the impact of HIV and 
AIDS on the health system and how the introduction of ARV for AIDS care and 
treatment have a bearing on district health services delivery. The review team during 
this assessment exercise take into consideration the results of DHS 2005 with focus 
on achievements, weaknesses, challenges and opportunities.  

 
Assess the availability and functionality of health system, structures and organs and 
the PPP representation at all levels. 
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·  Council Health Planning Teams 
·  Council Health Service Boards 
·  Facility Governing Committees 
·  Service delivery 
 

Assess coverage, availability and geographical accessibility of services, quality of 
care and financial accessibility particularly accessibility for the sick poor – look at 
public and private services in comparison  
Assess the degree of implementation of the essential health services through public 
and private structures according to the EHP guidelines and their effectiveness in the 
light of the burden of diseases 

 
Assess implications of the LGR and the decentralization of the health care system 
both public and faith based health services. Special emphasis should be on the 
availability of human resources, skills mix, motivation, retention of staff and 
availability of satisfactory health services 

. 
Based on the assessment come up with recommendations on way forward. 
  
1.4 METHODOLOGY / APPROACH 
 
Given the limited time available, the assessment cannot be expected to gather 
primary data. The team should rely upon interviews with key informants, review of 
reports and documentation already prepared, and relevant data available at the 
national and district levels. The study team is encouraged to split up to be able to 
cover the scope of work as described above.  
 
Also due to time limits, it will not be feasible to cover a large sample of districts. 

 It is proposed that at least eight districts be covered. Four districts from regions 
doing well according to the findings of DHS 2005 and from the 3 region study report 
and the other four from districts in regions not doing so well. 

 

The team should: 
·  Review of relevant literature, studies, available milestone progress 

reports, previous reviews, RMO’s annual conference reports, DMO’S 
annual conference reports etc. 

·  interview representatives of the MOH, PORALG, CSSC, APHTA and 
other relevant organisations and some key stakeholders including civil 
society 

·  Undertake field visits to a few selected regions and districts, to assess 
�  Issues related to implementation of services and coverage in 

the districts including quality of care within the resource 
envelop 

�  Issues regarding joint planning and participation of private 
providers  

�  Issues regarding allocation of subsidies (basket, block grants, 
projects, others) and examine how the new Resource 
Allocation Formula takes care of this  

�  Whether essential interventions are being implemented 
satisfactorily  through both public and private health care 
providers according to EHP guidelines with focus on disease 
and health conditions responsible for disease burden 
(HIV/AIDS, Malaria, TB, IMCI, EPI, SMI and Nutrition) 
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�  Issues relating to the measures being implemented to address 
human resources crisis to ensure availability of good mix of 
trained staff 

�  Issues regarding accountability on subsidies and funds form 
different sources in both public and private structures 

�  The effects of HIV and AIDS burden on the health care 
system, availability of services and the work burden on the 
work staff 

 
1.5 COMPOSITION OF THE TEAM 
 
Two/Three international (one of them to be team leader) 30 WD 
Three (3) nationals, 30 WD each 

The team leader will be responsible for overall quality of output of the team, 
including managing the team, allocation of tasks to the other consultants and 
quality-assuring the contributions of individual team members. 

1.6 REPORTING ARRANGEMENTS 
 
The team will through its team leader, liaise with the HSRS Secretariat for 
coordination, logistics support and time tabling of the planned steps and activities by 
the team 
 
1.7 TIMING 
 
1st February to 28th February 2006 
Team Leader will attend the Main Health Review from 4th April to 6th April 2006 to 
present the findings and recommendations of the technical review team 
 
1.8 OUTPUTS 
 
1.  An Inception Report 
2. Debriefing Note including schedule of work and presentation to the Ministry 
Management Team and Technical Committee  
3. Power point presentation on summary of findings and recommendations that the 
MOH and other sectors will need to address. The technical 3 days workshop to 
review papers for presentation at Joint health sector main review is scheduled to take 
place from 7th March to 10th March 2006 
4. A final draft report, with a short main text, supplemented by annexes if deemed 
necessary, and as much as possible referring to existing texts and documentation 3rd  
week of March 2006 
5.  A presentation at the Main Sector Review Meeting 4th to 6th April 2006. 
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Annex 2 Documents Reviewed 
 
Ahluwalia I.B. et al. An evaluation of a community-based approach to safe 
motherhood in north-western Tanzania. Int J Gynecology and Obstetrics 2003 Aug. 
82 (2) 231-40. 
 
Alban, Anita. Priorities of AIDS interventions in Africa, Principles and Practice in Five 
Countries (includingTanzania). Paper presented to the International Aids Conference 
in Barcelona (July 2002). 
 
AMDD Working Group on Indicators. Program note. Using UN process indicators to 
assess needs in emergency obstetric services: Niger, Rwanda and Tanzania. Int J 
Gynecology Obstetr 2003. Oct: 83(1) 112-20. 
 
AMMP. Keeping mothers alive ± monitoring maternal mortality in Tanzania. (2005). 
 
Boller. C et al. Quality and comparison of antenatal care in public and private 
providers in the United Republic of Tanzania. Swiss Centre for International Health. 
Undated. 
 
Danida. Appraisal Report of Danida Health Sector Programme Support 2004-2009. 
(2004).Dar es Salaam Public Health Delivery System Boards Association; Profile 
(2004) 

Dar es Salaam Public Health Delivery System Boards Association: Community 
Involvement in Health Boards (Nov 2001) 

Dar es Salaam Public Health Delivery System Boards Association: Success stories 
on community participation in health (Nov 2002) 
 
Development Partner Group Health. Report on Development Partner Group-Health 
Retreat. DPG-H (Sept.2005). 
 

DFID. Africa Policy Department.Review of Health and Education Progress in 
Selected African Countries Synthesis Report. (May 2005). 

 

Dominick A. and Kurowski C. Human resources for health ± an appraisal of the 
status quo in Tanzania mainland. (January 2005). 
 
EC/ACP/UNFPA Programme 2003-2006. Tanzania QIRI Baseline Assessment ± 
Mainland Tanzania Sites (Singida Rural and Manyoni Districts).(April 2005). 
 
Etc. Crystal. Equity Implications of health sector user fees in Tanzania (July 2004). 
 
Goodburn E. and Cambell O. Reducing maternal mortality in the developing world: 
sector wide approaches may be the key. BMJ. 2001:322; 917-920. 
 
Graham W. et al. A Review of the historical and epidemiological evidence for skilled 
attendance at childbirth. (2001). 
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GTZ Kuper / Gregor: Impact of pro-poor CHF membership program on equitable 
access to health care (Nov 2005) 

Health Advisors of the Agencies: Joint Statement on User Fees for Health in 
Tanzania.(2005) 
 
HERA. Technical Review of Health Service Delivery at District Level (2003). 
 
HERA. Technical Review of Health Service Delivery at District Level (March 2004.) 
 
HERA. Technical Review of Health Service Delivery at District Level Public Private 
Partnership for equitable provision of quality health services. (2005). 
 
Hinderaker SG et al. Avoidable stillbirths and neonatal deaths in rural Tanzania. 3 
BJOG 2003 Jun 110 (6) 616-23. 
 
Hinderaker SG. Anemia in pregnancy in rural Tanzania: associations with 
micronutrients status and infections. Eur j Clin Nutr 2002 Mar. 56 (3) 192-9. 
 
Hinderaker SG et al. Anemia in pregnancy in the rural highlands of Tanzania. Acta 
Obstetr Gynecology Scand 2001 Jan 80(1) 18-26.l 
 
Hussein AK and Mpembeni R. Recognition of high risk pregnancies and referral 
practices among traditional birth attendants in Mkuranga District, Coast Region 
Tanzania. Afr J Reprod Health 2005. Apr. 9(1) 113-22. 
 

Hussein A. Quality SRH Services Delivery in Tanzania ± Draft Mid Term Review 
Report Part 2. MUCHS. (Nov.2005) 

Hutton, Guy. Swiss Tropical Institute, Switzerland: The performance and future 
potential of the user fee exemption and waiver mechanism in the Dar es Salaam 
Public Health Delivery System (April 2005) 

Ifakara Health Research and Development Centre. Availability of Human Resources 
for Health in Tanzania. (2002). 
  
Ifakara Health Research and Development Centre. IMCI Tanzania Findings (2003). 
  
Informal Working Group on RCH. Quick Wins to reduce maternal mortality and 
morbidity in Tanzania. (Sept. ± December 2005). 
 
Kenneth L. et al. Bypassing Health Centres in Tanzania: Revealed Preferences for 
Quality. J Afr Eco 2002; 11:441-471. 
 
Kiwara A.D. et al. Review of Claims Status by Health facilities to the National Health 
Insurance Fund (in Tanzania). (January 2006).  
 
Kilonzo A. et al. Improving surveillance for maternal and perinatal health in 2 districts 
of rural Tanzania. Am. J. Public Health 2001 Oct. 91 (10) 1636-40.  
 
Kombo D. et al. Report on Human Resources Tanzania Joint Health Sector Review 
(2003). 
 
Marchant T. et al. Anemia in pregnancy and infant mortality in Tanzania. Trop Med 
Int Health 2004 Feb: 9(2) 262-6. 
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Mbaruku G. et al. Estimates of maternal mortality in western Tanzania by the 
sisterhood method. Afr. J. Reprod. Health 2003 Dec. 7 (3) 7-12. 
 
McCloskey L. et al. Gender Inequality and Intimate Partner Violence Among Women 
in Moshi Tanzania. International Family Planning Perspectives Vol. 31, Number 3, 
(Sept. 2005). 
 
Medical Service Corporation International. Three Regions Health Study (Mara, 
Mtwara, Tabora Phase ! and 2. ). (April 2005). 
 
Mella P.P. Major factors that impact on women's health in Tanzania: the way forward. 
Health Care Women Int. 2003 Sep-Oct 24(8) 712-22. 
 
Msambichaka L.A. et al. For URT MOH. Assessment of the Impact of Exemptions 
and Waivers on Cost Sharing Revenue Collection in Public Health Services. (August 
2003.)  
 
MSD Price catalogue 2005/ 2006 of Essential Medicines and Medical Supplies 
(2005). 
 
Mswia, Robert. Community-Based Monitoring of Safe Motherhood in the United 
Republic of Tanzania 2003. WHO Bulletin 2003 81(2) 87-04. 
  
National AIDS Control Programme Epidemiology Unit. Progress Report of the 
Implementation of ART Programme in Tanzania (Oct. 2004-Dec. 31 2005). 
 
Nganda RY. Et al. Knowledge of malaria influences the use of insecticide treated 
nets but not presumptive treatment by pregnant women in Tanzania. Malar J 2004 
Nov. 12;3(1)42. 
 
NgonyaniH.et al.. Towards health services accreditation framework ± Tanzania. 
Workshop Report. (October2005) 
 
NGO Statement Joint Health Sector Review Tanzania  Maternal and Child Health. ). 
(April 2005). 
 
NIMR. Assessing Trends in the Overall Performance of the Health Sector in 
Tanzania (10 district study). (January 2005.)  
 
NIMR. HIV/AIDS Impact on Health Services in Tanzania..(2001) 
 
Olsen OE et al. Human resources for emergency obstetric care in northern Tanzania: 
distribution of quantity or quality? Human Resources for Health 2005 July 29; 3(1)5. 
 
Olsen OE et al. Availability, distribution and use of emergency obstetric care in 
northern Tanzania. Health Policy Planning 2005 May; 20(3) 167-75. 
 
Olsen OE et al. Complicated deliveries, critical care and quality in emergency 
obstetric care in Northern Tanzania. Int J Gynecology Obstetr 2004 Oct. 87(1) 98-
108. 

Oxfam: Equity in Health Sector Responses to HIV/AIDS in Tanzania (Aug 2003) 
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Partners for Health Reform plus. Maternal Health Financing Profile (in Tanzania) 
(2002). 
 
Pathfinder. Youth Friendly Sexual and Reproductive Health Services in Tanzania. 
(2003).  
 
Pathfinder. Experiences in Implementing Adolescent Sexual and Reproductive 
Health Program: the case of AYA Tanzania. (2005). 
 
Paul, Catherine. Tanzania's Health Swap: Achievements, Challenges and Lessons 
Learned. (December 2005). 
 
Prata N. et al. Ability to pay for maternal health services: what will it take to meet 
WHO standards (in Tanzania)? Health Policy. 2004 Nov. 70 (2) 163-74,  
 
Public Expenditure Task Team Tanzania. Health sector PER update FY (2005). 
 
PER. Recommendations of 2003 HIV/AIDS PER. (2003)  
 
Regional Network for Equity in Health in Southern Africa. Equity in Health Sector 
Responses to HIV/AIDS in Tanzania (2003). 

REPOA: Poverty and Service Satisfaction Survey (PSSS) Finding for Health (2003) 
 
Schellenberg J. et al. Inequities among the very poor: health care for children in rural 
southern Tanzania. The Lancet. Vol. 361, (Feb. 15, 2003).  
 
Schellenberg J. et al. Effectiveness and cost of facility based Integrated Management 
of Childhood Illness in Tanzania. The Lancet Vol. 364 (Oct. 30 2004). 
 
Schmid T. et al. Transportation for maternal emergencies in Tanzania: empowering 
communities through participatory problem solving. Am J Public Health Oct:91(20) 
1589-90. (2001). 
 
Smithson, Paul. What has changed, what hasn't, and why. Health in Tanzania, 
Reviewing Health Progress in Tanzania (2005). 
 
Swiss Tropical Institute. Review of the State of Health in Tanzania (2004). 
 
TACAIDS. 2003/4 Tanzania HIV/AIDS Indicator Survey. (2004). 
 

Tarimo E., NtabayeM., Simba D.: Towards a National Quality Framework: 
Experiences and Lessons (March  2003) 

UNDP: Recommendations of 2003 HIVV/AIDS PER (Dec 2003) 

Urassa E. et al. Operational factors affecting maternal mortality in Tanzania. Health 
Policy and Planning: 12 (1) 50-57. 
 
Urassa DP. Et al. Quality assessment of the antenatal program for anemia in rural 
Tanzania. Int J Qual Health Care Dec. 14 (6) 441-8. (2002) 
 
URT. Technical Report of the Joint MOH/Partners Annual Review of the Health 
Sector (2001). 
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URT. Technical Report of the Joint MOH/Partners Annual Review of the Health 
Sector District Health Services and Implementation Component. (2001.) 
 
URT. Tanzania Joint Health Review (March 2002). 
 
URT. Tanzania Joint Health Sector Review. Report on Human Resources. (2003). 
 
URT. Ministry of Health. Tanzania Quality Improvement Framework (Sept. 2004). 
 
URT.MoH RCH Section. Quality Improvement and Recognition Initiative, Preliminary 
QIRI Assessment Results, Manyoni and Singida Rural Districts.(Dec. 2005/January 
2006). 
 
URT.MoH. Towards health services accreditation framework ± Tanzania: Workshop 
Report Morogoro (17 ± 22 October 2005). 
 
URT. MoH. Hospital Management Training Draft Module 2: Hospital Management for 
Quality of Care. (March 2004). 
  
URT. MoH. Regional Secretariat/Regional Health Management Team Training 
Modules in Support of Council Health Management Teams Module 3: Supervision for 
Quality Health Services; Human Resources Development Department,MoH.(August 
2004) 
 
URT. Ministry of Health. National Supervision Guidelines for Quality Health Care 
Services (Revised Issue No.1) 
 
URT. Ministry of Health. Maternal and Perinatal Death Review Guidelines, RCH 
Section.(2005). 
 
URT National Bureau of Statistics Tanzania Demographic and Health Survey. 
(2004/5) 
 
URT. Ministry of Health. Health Financing Options in Tanzania. (May 2005). 
 
URT. Ministry of Health Health Sector Reform Secretariat. Report of the 6th Tanzania 
Joint Annual Health Sector Review (April 2005). 
 
URT. Extraordinary BFC Meeting. December 2003. Report of Comprehensive 
Council Health Plans June 2004 and Implementation Progress Report (July ± Sept. 
2003.) 
  
URT. MOH. National Package of Essential Health Interventions in Tanzania. (2000). 
 
URT. National Package of Essential Reproductive and Child Health Interventions in 
Tanzania. Undated.  
 
URT. Reproductive and Child Health Strategy. (2005-2010).  
 
URT. MOH. The First District Medical Officers Annual Meeting Report ªQuality Health 
Service Delivery in Tanzania ± the District Focusº. (2003). 
 
URT MOH. 2nd District Medical Officers Annual Meeting Report ªStrengthening the 
District Health Delivery Systemº (2004). 
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URT. Medium Term Expenditure Framework Health in Tanzania (2005/06). 
 
URT. Joint Review of the National TB and Leprosy Programme in Tanzania (2004).  
 

URT. Memorandum of Understanding between the Partners (Government of 
Tanzania and Donors) participating in the pooled funding (ªbasket financingº) of the 
Health Sector, concerning the pooled funding for the Government of Tanzania's 
Health Sector Programme based on the Second Health Sector Strategic Plan and the 
Health Sector Medium Term Expenditure Framework (July, 2003 ± June, 2008) 

URT.MoH: Assessment of the Impact of Exemptions and Waivers on Cost Sharing 
Revenue Collection in Public Health Services (Final Report, August 2003) 

URT.MoH: Community Health Fund Operations Guidelines (undated) 

URT.MoH: Guideline for Reforming Hospitals Guideline for Reforming Hospitals at 
Regional and District Levels  (March 2005) 

URT. The Council Health Service Board Establishment, a model Instrument, (2001).  

URT. MoH / HSRS: Fact Sheet Community Financing (May 2005) 
 

URT. MoH / HSRS: Fact Sheet Cost Sharing (2005) 

URT.MoH / HSRS: Fact Sheet Health Sector Public Expenditure (2005) 

URT.MoH / HSRS: Fact Sheet National Health Insurance Fund (NHIF) (2005) 

URT.MoH: Planning Guide for Local Authorities Regarding Utilisation of the Health 
Basket Grant (Aug 2000) 
 

URT. Millennium Development Goals Needs Assessment  - Tanzania Country Study 
(Jan 2004) 

URT.Joint Ministry of Health and Presidents Office - Regional Administration and 
Local Government: Health Basket and Health Block Grants Guidelines for the 
Disbursement of Funds, Preparation of Comprehensive Council Health Plans, 
Financial and Technical Reports and Rehabilitation of PHC Facilities by Councils 
Guidelines (March 2004) 

URT.MoH: Health Sector PER update FY (2004)  

URT. Health Sector Update FY 05. PER Task Team MOH. (October 2005.) 

URT.MoH: Implementation of Hospital Reforms (undated). 
 

URT.MoH: National Tracer Standards and Indicators for Quality Improvement in 
Healthcare / Draft 1 (June 2005) 

URT.MoH: Proposal on the Allocation of Block Grants to Local Government 
Authorities for Health (Sep 2003) 

URT.MoH: Resources Allocation Formula for Health Basket Fund (Oct 2003) 
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URT.MoH: Review of Claims Status by Health Facilities to the National health 
Insurance Fund. Summary of Recommendations (January 2006) 
 

URT.MoH: Towards Health Services Accreditation Framework  - Tanzania. 
Workshop Report (October 2005) 

URT.MoH: Workshop Reports on Health Financing Options in Tanzania / Satellite 
Workshop on Health Insurance (May 2005) 

URT.National Bureau of Statistics Tanzania: Household Budget Survey 2000/01 (July 
2002) 
 
URT.President©s Office ± Regional Administration and Local Government: Joint 
Rehabilitation Fund for Primary Health Care Facilities Procedure Manual (Dec 2004) 

URT.Presidents Office - Regional Administration and Local Government (District 
Health Infrastructure Rehabilitation Component): Rehabilitation of Health Facilities - 
Preparation of Rehabilitation Strategy and Funding Mechanism for Health Facilities 
(Oct 2003) 
 
URT. Final version of: Report on the 6th TJAHSR (4- 6 April 2005)  
 
URT. Progress against milestones set in March 2004 (April2005) 
 
URT..The human resources crisis in Tanzania A proposal for immediate action. Address 
by the PS MOH at the JAHSR (March2004). 
 
URT. Code of Practice for SWAps MOH and Partners (June2002). 
 
URT. Comprehensive Council Health Plans 2005-2006  (Same, Mwanga, Lindi, Mtwara, 
Msasai, Temeke, Rufigi)(2005). 
  
URT. MOH. HRH constraints in Tanzania. (2004). 
 
URT. Roadmap for Reducing Maternal Mortality in Tanzania. (2006) 
 
Women's Dignity Project. Poor People's Experiences of Health Services in Tanzania 
± A Literature Review. (2004). 
 

Women©s Dignity Project: In Their Own Words: Poor Women and Health Services 
(2004) 

 
World Health Organization. Equity and Fair Process in Scaling Up Antiretrovirals 
Treatment: Potentials and Challenges in the United Republic of Tanzania (2005). 
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Annex 3 Mission Itinerary / Persons Met 
Tue 31 Jan  

08:30 

13:00 

16:00 

19:00 

Arrival of international team members 

Judith Sullivan 

Anders Jeppsson 

Sanne Olsen 

Maggie Bangser 

 

CIDA 

HSPS 

Danish Embassy 

Women's Dignity Project 

Dar es 
Salaam 

Wed 1 Feb 10:00 

 

16:00 

HSRS Technical Committee 

Teammeeting 

Dr.Eli Nangawe 

MoH 

 

WHO 

Dar es 
Salaam 

Thu 2 Feb 09:00 

11:00 

11:00 
 

11:30 

12:30 

12:30 

15:00 

15:00 

Mr J. Sendoro DPP (Acting) 

Hassan Mshinda 

Dr Kalinga 
 

Anders Jeppsson 

Helen Nkondya 

Sam Nyaywa 

Michaela Mantel 

Dr G. Mliga 

MoH, CHF Coordinator 

Ifakara Research Centre 

MoH Preventive Services ag. 
DPS 

MoH HSRS 

HSPS 

UNFPA 

HSPS 

Study "Exemption and 
Waivers" 

MoH DHRD 

Dar es 
Salaam 

Fri 3 Feb 08:00 

08:00 

09:00 

09:00 

11:30 

13:00 

13:00 

14:00 

15:30 

Meinolf Kuper 

Dr Upunda 

UNFPA RCH Subgroup 

Permanent Secret. Mama Terishi 

Sanne Olsen 

Jacqueline Mahon 

Dr Upunda 

Simon Laper 

Dr R. Swai 

GTZ TGPSH 

MoH CMO 

UNFPA 

PMORALG 

Danish Embassy 

Swiss Cooperation 

MoH CMO 

Local Gov. Reform Programme 

NACP 

Dar es 
Salaam 

Sat 4 Feb 10:00 Team meeting  Dar es 
Salaam 

Sun 5 Feb  Team 2: Flight to Lindi  

Team 3: travel to Arusha 

DMO Lindi Rural Dr. S. 
Kungulwe; RHO: Mr. Marambu 

Field 
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Field visits 
 

 Team 1 Team 2 Team 3  

Mon 6 Feb Temeke District:  

DMO, Chairman of 
CHMT 

Temeke Municipal 
Hospital 

Dar es Salaam Public 
Health Delivery System 
Boards Association 

City Medical Officer 

DED Lindi (Mr. S. 
Masalu) 

CHMT-Lindi  (DMO Dr. 
S. Kungulwe) 

DH Administrator Mr. M. 
Mapundo 

DRCH (assis) Ms. R. 
Kunache 

DCCO (Mr. I. Mbani) 

Envir. HO (Mr. D. 
Kalobola) 

Ng'apa Disp (CO i/c: Ms. 
M. Mutumveni) 

Rutamba HC (act i/c: 
Ms. M Msadya) 

Nyangao Hosp (RC) 
(MO i/c: Dr. R. 
Jankiewice) 

Travel to Masasi 

DMO Ntwara / DMO Dr. 
S. Msengi 

Arusha Region:  

Dr. Naftalai Ole Kingori 
(RMO) 

Lilian Msofe (Regional 
RCH Coord) 

Monduli District: DMO Dr. 
Swai 

Arkatan Dispensary (CO, 
MCH Aide, Nursing 
Assist.) 

Moita Kiloriti Dispensary 
(CO) 

Field 

Tue 7 Feb Rufiji District:  

DMO 

Rufiji District Hospital 

Kibiti Health Centre 

Bungu Dispensary 

Lukuledi Disp. (RC) CO 
i/c: Sr. V Osoky 

Chiwale HC (PHN: Ms. 
A. Hamis) 

CHMT in Masasi (DMO: 
Dr. S. Msengi, DHO: Mr. 
A. Jungu, DRHC (ag): 
Ms. T. Maubiche, DNO 
(ag): Mr. I. Bulungu) 

District Hospital 

COTC 

Travel to Mtwara 

RMO Mtwara 

Patandi School Hall ± 
workshop for MCH Aides 
on EOC 

KCMC AMO Training 
School (Principal Dr. 
Masenga) 

Kilimanjaro Region: 

RMO Dr. Mwanu, RHS 
Mr. Msami 

Mwanga District: 

MO, Nursing Officer 
(Usango Hospital) 

DMO Dr. Seif Mhina, DHS 
Mr Fidelis Massawe, DNO 
Mrs. Pudensia Mbuya 

Field 

Wed 8 Feb Handeni District: 

DMO; District Executive 
Officer; Handeni District 
Hospital; Chairman of 
the District Health 
Services Board 

Kideleko HC 

Misima Dispensary 

DMO Mtwara (Dr. H. 
Mwakipa) 

Makurungo HC (CO i/c: 
Ms. H. Milanzi) 

Madimba Disp. (ag i/c: 
Ms. M. Mhubuma Med. 
Attend) 

 

Kiiruru Dispensary 
(PHNB, MCH Aide, RMA) 

Kisangara Health Centre 
(CO Charles Kimita) 

Kilomeni RC Dispensary 
(PHNB, Nursing Assist.) 

Kilomeni Gov. Dispensary 
(CO, MCHA) 

Field 
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St. Francis Hospital 
Kwamkono 

Marie Stopes Clinic Same 
(MO Dr. Karim, Mr. Msofe 
CO, Ms Mpembeni Nurse) 

Thu 9 Feb  

 

 

 

 

 

Meeting study team 
"Exemptions and 
Waivers Study" (Monica 
Burns, Michaela Mantel) 

MSD (Area manager: 
Mr. J. Sipendi) 

CHMT (DMO: Dr. H. 
Mwakipa, DHO: Mr. P. 
Hamisi, DCCO: Mr. C. 
Bugodole, DNO:  
Ms. R. Kapinga) 

COTC Principal Dr Swai 

Mtwara Regional 
Hospital (MO i/c: Dr. Z. 
Kivo) 

Return flight Mtwara ± 
Dar 

Same DHMT (MO, DNO, 
DRCHG, DDO, DCCO, 
DLT, HS, Pharmacist) 

Makanya HC (CO) 

Kitivo Dispensary (NCHA, 
PHNB) 

Msamaria Mwema 
Dispensary (private) at 
Hedaru (CO) 

Muheza Nurses Training 
School (NO/Principal) 

Field /  

Dar es 
Salaam 

Fri 10 Feb Rainer Külker (Team 
Leader, Tanzanian 
German Programme to 
Support Health - District 
Health and Quality 
Management 
Component) 

Cordula Schümer (Team 
Leader, Tanzanian 
German Programme to 
Support Health - 
Reproductive Health 
Component) 

 Tanga AMO Training 
School (Principal Dr. 
Mgude) 

Tanga Nurses Training 
School (Principal Ms. 
Nanyaro) 

return to Dar es Salaam 

Field / 
Dar es 
Salaam 

 
 
Sat 11 Feb    Dar es 

Salaam 

Sun 12 Feb    Dar es 
Salaam 

Mon 13 
Feb 

11:00 
 

13:00 

14:00 

15:30 

Rik Peeperkorn, First Secretary Health 
and Population  

Anders Jeppsson 

Colleen Wainright, Dr. Kizito 

Dr Sanga, Dr Neema Rusibamaila 

Royal Netherlands Embassy 
 

MoH HSRS 

DCI 

MoH RCH 

Dar es 
Salaam 

Tue 14 Feb 15:30 Dr A. Kimambo, Director CSSC Dar es 
Salaam 

Wed 15 
Feb 

09:00 

11:00 
 

12:30 

14:00 

15:30 

J. Mgaya, Director General 

Mr Deodatus Ngaiza, Ms Elikaaraa 
Nwakalukwa, Ms Roseline Mboya 

Paul Smithson 

Maximilian Mapunda 

Bergis Schmidt-Ehry, Coordinator 

MSD 

MoH, staff HRD 
 

Consultant 

WHO 

Tanzanian German 
Programme to Support Health 

Dar es 
Salaam 
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Annex 4 Debrief Power Point Presentation 

 
Dia 1 

1

Technical Review 2006
District Health Services in 

Tanzania - Where are we in terms 
of quantity and quality of health 

care provision?

Dr. Jaap Hamel
Professor Philip Hiza

Dr. Peter Mmbuji
Dr. Aziza Mwisongo

Dr. Gretchen Roedde - (team leader)
Dr. Wolfgang Weber

Feb. 17, 2006

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 2 

2

Objectives of the Technical 
Review

• Context issues - as they affect districts
• Health outcomes - achievements and 

opportunities - related to EHP
• Health service delivery at district level

(HRH; drugs and supplies etc.; impact 
of HIV and ART; quality of care; 
coverage, equity and accessibility) 

• Planning, financing and accountability

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 3 

3

Context: Changes

• “ It is difficult to use the clutch 
and the accelerator at the same 
time and expect the car to move”

• (Dr. Upunda)

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 4 

4

Health sector goals- 2008 - Progress
• Targets
• IMR from 99-85
• under 5MR 137-127
• completed EPI 80%
• fight malaria

• HIV campaign

• eradicate leprosy

• Results TDHS 2005
• IMR 68/1000 livebirths
• <5MR 112/1000 ª
• achieved, polio free
• 10% <5s and pregnant 

women sleep under 
ITNs (from 2%)and IPT 
in pregnancy 18%, 
shift from CQ to SP

• HIV prevalence 7% -
less than expected 

• strong TB/leprosy 
program  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 5 

5

Child health gains 1999-2005
• Strong EPI
• Nutrition improved (stunting,wasting and 

underweight)
• Vit. A distribution tripled 
• exclusive breastfeeding: 2 months from 

58% to 70%, 6 months 11%-41%
• % children with diarrhoea given ORT 

55% - 70%

• IMCI rolling out

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 6 

6

 

___________________________________ 

_________Let us not spend too much time 

congratulating ourselves on the child health 

achievements because we are largely 

failing the maternal health 

agenda._________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 7 

7

Health sector goals - 2008-
Not achieved

• Targets 
• MMR from 529 to 

450
• skilled attendance at 

delivery/facility 
births from 50% to 
80%

• Results 2005
• 578/100,000 

livebirths
• dropped to 47%

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 8 

8

Maternal health gains
• ANC above 90% of which 80% receive 

TT2 and 60% iron supplements
• women under 20 and primigravidas

(higher risk) higher rates of facility births 
(50% and 62% respectively)

• EMOC baseline pending
• new maternal mortality forms involve 

community
• maternal mortality audits many hospitals
• lessons learned e.g. Kigoma region

• ªRoadmapº to reduce maternal mortality 
developed - milestone from 2005  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 9 

9

Opportunities - further gains
• TFR plateau at 5.7 -Stronger focus on FP -

modern methods more than tripled from 6% 
in 1991 to 20% 2005 but little use of barrier 
methods, supply chain/procurement planning 
poor at national level, little effort at district 
level to be proactive with unserved

• Not all facilities provide RCH due to lack of 
skilled attendants - need to redeploy within a 
district and optimise use of FBO

• Prioritise existing district resources for drugs 
and supplies for EMOC, increase C section 
availability for all income quintiles

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 10 

10

District health systems -
Progress towards the MDGs

• Good achievements in child mortality 
reduction, TB and malaria control - with 
projectized supports, large resource 
allocation but through a decentralized system

• Little progress in maternal health: ? 
Hypothesis - ªThere seems to be no donor 
supported, sector wide approaches that have 
emphasized safe motherhood as an indicator 
or goal. In contrast health sector assistance 
strategies have been known to omit maternal 
mortality as an issue.º Goodburn and 
Campbell, BMJ Volume 322 14 April 2001.

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 11 

11

HRH Situation
• Achievements
• flexible use of cadres (AMOs etc.)
• attempts to fill gaps at district level
• Challenges
• distribution inequities (urban/rural etc.) - no 

hardship allowances 
• need redistributed and better qualified 

MCHAs, PHNBs, nurse midwives, COsetc.
• lack of district workload assessments
• bureaucratic bottlenecks, interministerial

disconnects MOH, PMO-RALG, PSM, 
Finance

• need more decentralized strategy  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 12 

12

Impact of HIV/ART rollout
• Achievements
• systems approach (HRH, labs etc)
• effort to address equity
• some improvements in efficiency
• councils trying to incorporate HIV plans
• Challenges
• prevention is weak (missed 

opportunities in facilities; and poor 
outreach, central level procurement)

• HRH situation needs more support
• ?exacerbate rural/urban disparities

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 13 

13

Drugs, supplies, equipment, 
transport and referral; quality 

of care
• Achievements
• Indent system major improvement on drug 

availability though still evolving
• Quality Framework available and tracer 

indicators being defined
• Individual projects support quality
• maternal death reviews in many hospitals
• NHIF accreditation - potential for quality 

management
• Client charter but low visibility

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 14 

14

Drugs, supplies, equipment, 
transport and referral; quality 

of care
• Challenges
• major investment in infrastructure and 

maintenance needed
• Some key EMOC supplies lacking
• Supervision not focused, not supportive
• One factor in bypassing - seeking perceived 

quality
• Quality management not fully implemented 
• Could have more performance based 

assessment in practice

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 15 

15

So where are we in terms of 
quantity and quality of care at 

district level?
• Uneven achievements geographically 

and thematically
• Maternal health underemphasized
• Services are still not reaching the poor
• Major investment gap in infrastructure

• Human resources maldistributed and in 
urgent need of upgrading 

• Quality management only in theory

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 16 

16

Joint planning and 
participation - at CHMT

• Achievements
• Planning policies and tools exist
• Support and monitoring in place
• Challenges
• poor information base for planning -

HMIS weak and not analysed, key 
documents not available to districts

• FBO, NGO, private variably involved
• RHMT assists variably (skills not higher)
• technical capacity variable

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 17 

17

District and Facility Governing 
Committees, Service Delivery

• Achievements
• NIMR study pending on effectiveness of 

District Health Boards
• in policy women and the poor involved
• Challenges
• Community involvement in many places 

weak and poor less represented
• still top down planning
• no mechanism in place for use of CHF

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 18 

18

Planning, Financing and 
Accountability

• Achievements
• Expanded resource envelope
• pledged funds available to district
• close links between plans and budgets
• some degree of flexibility
• Most projects included - district budgets
• range of financing, insurance plans
• Challenges
• chronic underfunding so large resource 

gap especially for capital development
• no national health financing framework  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 19 

19

Coverage, availability, 
accessibility; financial barriers

• Achievements
• there is good policy and guidelines for 

exemptions, waivers (govt), also in practice
• in policy CHF can cover the poor
• Challenges
• persisting regional inequities (political, 

financial and geographic)
• large socio-economic differences in MCH and 

other services utilisation
• seasonality of access
• both user fees and opportunity costs etc. can 

drive utilisation down

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 20 

20

Allocation of subsidies and 
resources and 
accountability

• Achievements
• Resource allocation formula for district 

basket funds includes under 5 mortality, 
poverty and geographical challenges

• Challenges

• Basket funds can be used to pay for 
CHF cards for poor - but not done

• Still regional and district inequities
• service agreement with FBO not yet 

finalised  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 21 

21

Financial barriers for sick 
poor

• ªThere's a huge difference between just 
thinking you're reaching the poor with 
beneficial healthcare services, and 
actually succeedingº

• Davidson Gwatkin, World Bank 2005

 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 22 

22

Critical Issues
• Kupanga ni Kuchagua, Utekelezaji ni

Changamoto
• Inertia followed by crisis management
• Passivity and lack of proactivity
• Existing human and financial resources need 

to be better managed - large risk that big 
opportunities being lost

• Disconnects and ªhands offº attitude which 
could worsen with move to budget support -
both gov't and DPGs

• Bureaucratic bottlenecks
• Projects are still driving health system
• DPGs underestimating resources required  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 23 

23

 

______These are serious issues and none 

of us are served if we put our heads in the 

sand and ignore the 

problems.___________________________

__ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

Dia 24 

24

Recommendations
• Focus on implementation 

• Maternal health needs more resource 
allocation, more management attention 
for implementation, and higher priority 
with existing resources - could use 
central basket funds for upgrading 
EMOC, funds from district

• Accelerate and decentralize -
• Training and upgrading of MCH aides, 

nurse midwives, COs and AMOs (new 
schools, day students, 2 shifts, 
private/FBO schools etc.)  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Dia 25 

25

• upgrade infrastructure
• districts should set more ambitious 

service delivery targets
• pro-poor health insurance schemes
• Innovate -
• Reimburse FBO, private for services 

(exempted groups -maternity, EMOC) 
• Hardship allowances/incentive 

packages (ªpoverty reduction 
adjustmentº)? Enlarge district basket 

• Summarise key reports +/- translate into 
Swahili and make available to districts

• Shift timing of review to feed into 
CHMTs  

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 

___________________________________ 
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Annex 5 Maternal Mortality Reduction Strategies  
(modified from presentation by Dr. Sanga in the last published DMO Conference) 
 
Cause of Death 
 

Average interval 
from onset to 
death if no EMOC1 

Intervention 

Haemorrhage 
Post partum  
Antepartum 
 

 
1 hours 
12        Hours 

 
ANC, Skilled attendance2, EMOC case 
management, post natal care 

Induced Abortion Variable Family planning especially for high risk 
groups such as adolescents, EMOC case 
management e.g. post abortion care 

Eclampsia 
 

2 days ANC, skilled attendance, EMOC case 
management 

Puerperal sepsis 
 

6 days ANC, skilled attendance, EMOC case 
management, post natal care 

Ruptured uterus 1 day ANC, skilled attendance, EMOC case 
management 

Ectopic pregnancy 2 days EMOC case management 
Obstructed labour 3 days ANC, skilled attendance, EMOC case 

management 
 
 
Emergency Obstetric Care  
 
Level of Care Components 
Obstetric First Aid Parenteral3 oxytocic drugs 

Parenteral antibiotics 
Parenteral sedatives/anticonvulsants  

Basic EOC (should be 4 per 500,000 
population) 

All above plus 
Performance of assisted vaginal delivery 
(vacuum extraction, forceps) 
Manual removal of placenta 
Removal of retained products of 
conception e.g. manual vacuum 
aspiration 
Use of partographs 

Comprehensive EOC (should be 1 per 
500,000 population) 

All above plus 
Surgery ( Caesarean section, D+C) 
Blood transfusion 

 

                                                
1 UNICEF, WHO, UNFPA 1997. Guidelines for Monitoring the Availability and Use of Obstetric 
Services. 
2 This does not need to be a particular cadre but could be a partnership and functional 
linkages between TBAs and more trained providers of care, including a  functional referral 
system. 
3 This means administering drugs by injection or intravenous drip. 
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EMOC Process Indicators and minimum acceptable figures 
 
Number of facilities per 500,000 population with 24 hour services 
¨  Comprehensive EMOC (1) 
¨  Basic EMOC (4) 
Number of facilities providing Comprehensive EMOC (by category eg. regional 
hospitals, DH, DDH etc.) 
 
Number of facilities providing Basic EMOC (by category e.g. health centres) 
% of all births conducted in EMOC facilities (15%) 
Met need for EMOC - % of women estimated with obstetric complications (usually 
15%) treated at EMOC facilities (100%) 
% of Caesarean sections as a proportion of births (5-15%) 
Case fatality rate among women with obstetric complications (less than 1%) 
 
 RT's selected comments to the draft Roadmap for Accelerating the Reduction 
of Maternal and Newborn Death and Morbidity 2006-2010 (as requested by DP-
G response to the draft report) 
 
The RT congratulates the MOH on an ambitious program that outlines key areas for 
intervention. It is understood that the prioritisation of this roadmap is still to come and 
suggests that the Quick Wins paper be used as a guide to that prioritisation. 
However there is a risk that putting activities in a Roadmap, as they are already 
outlined in the National RCH Strategy, or the Basic Package of Health Interventions, 
but not implemented, needs a stronger focus on how implementation can be 
achieved both within existing resources initially, and then with additional mobilised 
funds eventually. 
 
Good focus on skilled attendance, EMOC, a supportive environment, increased 
political commitment, stronger HRH, increased co-ordination, a stronger health 
system including referral, and links with HMIS to ensure use of process 
indicators but a stronger role for improved family planning and adolescent SRH 
would also help reduce maternal/neonatal mortality.  
 
The national level also needs to address the legal role of nurse midwives in post 
abortion care, access to medical termination of pregnancy, and registration and 
further operations research of misoprostol for management of delayed third stage, 
incomplete abortion, and control of PPH. This could build on existing work in 
Tanzania where TBAs have been training in its use (Kigoma). 
In selected circumstances it could also be used for medical termination of pregnancy. 
 
Suggest much reduced budget for various advocacy roles, and instead utilise mass 
media to help raise political profile to the issue of maternal/neonatal mortality which 
therefore helps put pressure on politicians and different sectors. 
 
Need also to clarify definition of skilled attendance (WHO criteria? Partnerships and 
functional referral system between TBAs and formal health system?) 
 
Comprehensive situation analysis and strong guiding principles. 
 
Strategic framework lacks focus on ASRH. 
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Implementation Framework could have additional tasks at national level in addition 
to those already mentioned: assess potential for a voucher system to subsidise 
privately hired transport for referral to EMOC (e.g. vouchers working well to help 
pregnant women and children under 5 access ITNs); analyse the EMOC baseline 
and look at opportunity to use JRF and Capital Development Grants to upgrade 
EMOC; include ASRH as an area for BCC materials development; include a stronger 
technical oversight function of RCH activities in CCHPs, which could be done 
collaboratively with RCH co-ordinators at regional and council levels; review plans for 
crash program for MCH aides and various in-service training for them to ensure 
practical skills acquisition for obstetric care.  At zonal level note work of CEDHA in 
assessing EMOC in northern regions; and can also review proposals in projectised 
supports such as Lake Zone (district demand driven capacity building) for 
opportunities to implement, pilot test, or support operations research for different 
aspects of the Roadmap. At regional level need to ensure funds available for 
different support supervision tasks ± this has been problematic for last year and it is 
unclear how/when funds allocated to RHMTs from PMORALG will actually be 
received by regions. At district, health facility and community level need to ensure 
support supervision actually takes place and the Roadmap will need strong 
prioritisation before being disseminated to those levels. Agree with multisectoral 
approach but suggest if increased resources sought from Ministry of Finance, first 
funds for ARVs should be moved to Ministry of Finance which should free up health 
sector resources. 
 
Strategic Plan could have a reduced budget for advocacy as already discussed; a 
good focus on reviewing regulations and laws and the actual implementation of the 
exemption policy to better support MMR and neonatal death reduction; good focus on 
review of 1999 staffing levels in particular to assess who is actually providing skilled 
attendance, EMOC, or FP to vulnerable groups such as adolescents; good focus on 
raising the visibility of the Client Health Charter; good use of some of the Quick Wins 
(e.g. advocate for utilisation of retired or unemployed health workers on contract 
basis, improved incentives for skilled attendants, packages for user friendly protocols 
for ANC, PNC etc., update skills of service providers in maternal and newborn care, 
upgrading dispensaries and health centres to provide EMOC, and hospitals to 
provide C-EMOC, stronger procurement of essential commodities including 
contraceptives, scale up QI approaches, better support supervision to ensure 
consistency with service standards and protocols, review of maternal and perinatal 
death audits). On the community mobilisation side it is unclear how $500,000 is to be 
spent ± why not pilot test a voucher scheme to subsidise transport for referrals and 
build on the community registration of pregnant women and death reviews in 
collaboration with UNICEF? How can RCH at all levels link with existing budgets for 
research and pilot testing of strategies ie. Projects such as district demand driven 
capacity building in Lake Zone among others? How can existing resources (JRF, 
Capital Development grants) be channelled to help build maternity waiting homes?  
What is the view of the RCH co-ordinators of the possibility to extend exemptions for 
pregnant women to FBOs? How can the discrepancies in access to C-EMOC by 
educational level of mother and wealth quintile be addressed (e.g. @1% of women 
with no education and in poorest wealth quintile have C-sections and over 12% of 
women with secondary education or higher have C-sections?) 
 
SWOT Analysis is very comprehensive. 
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Annex 6 Health Sector Financing Details 
 
Overview of district health financing  
 
Tanzania's health system was entirely financed from government revenue until 1993. 
The centrally financed system saw a rapid expansion of the network of public health 
facilities during the 1980s and early 1990s, but at the same time severe pressure on 
the health budget in the context of structural adjustment. While the objective was to 
offer free health care for all citizens (as stated in the 1967 Arusha declaration), 
coverage and quality of services remained low due to low levels of public funding.  
 
From 1993 on a policy shift took place away from the provision of universally free 
health care, influenced by the need to generate additional resources, but also by 
observations that free health care is open to misuse and inefficient use of resources, 
and gives the wrong incentives. Since then sources of funding for health care, and 
funding mechanisms have become more diverse. This has added to the challenges 
faced by councils in integrating different planning tools, funding streams, 
administration and reporting requirements.  More detailed assessment of this 
situation is beyond the scope of such a time limited review but would be an area to 
address more comprehensively by health sector stakeholders with or without 
technical assistance. The findings from the PEFAR (Public Expenditure Financial 
Assessment Review) suggests that where possible, funds should be channelled 
through existing government systems using existing reporting systems. At the time of 
the technical review funding for district health services came from a variety of 
sources, including:  
 
Central government, central and local taxes: 
 
- Government block grants 
- Government Capital Development Fund 
- centrally funded vertical health programs 
- Local Council contributions 
 
International bilateral and multilateral aid:  
 
- basket funding (foreign sources) 
- district health infrastructure funds 
- externally funded health development projects 
 
Complementary financing 
 
- cost sharing  
- the Community Health Fund 
- the National Health Insurance Fund 
 
Private sector: 
 
- private sector investment and services 
 
Government funding 
 
Health has been identified as a priority sector within the Poverty Reduction Strategy, 
and as such should have seen increases in both absolute levels of government 
funding as well as in its share of the budget. In reality, however, health funding, 
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including donor assistance, is still largely insufficient to meet even the most basic 
needs of the population.  Of particular concern in this regard was the findings of the 
PER Oct. 2005 that  ªin terms of the breakdown between levels of the health system, 
as far as the PER data were able to show, there has been a continued poor showing 
in terms of the allocation between central and local government shares, despite a 
stated commitment in the Health Sector Strategic Plan to decentralisation and to 
improving the performance of district health services in particular. º In addition, in FY 
2004, the revenue generation base of Councils was dramatically reduced following 
the abolishment of the development levy and several ªnuisance taxesºand this was 
not fully compensated by funds from Ministry of Finance. At the same time the 
PEFAR (Public Expenditure Financial Assessment Review FY2004/05 found the 
ªflow of the compensatory funds from MoF is rather unpredictableº which has an 
impact on council budgets for health. 
 
Increases in on-budget allocations over recent years have been slow, and the share 
of domestic funding within on-budget expenditure had even decreased (nominal 
budget increases FY03 to FY04 +12.5%, FY04 to FY05 +28%; share of overall 
budget 2003 10.4%, 2004 9.7%, far short of the target set in the 2001 ªAbuja 
commitment on budgetary allocationsº of allocating at least 15% of annual budgets to 
the improvement of the health sector (Health sector PER update FY 2004).  
 
The situation improved somewhat in FY05 when the total health sector resource 
envelope saw a major jump in both recurrent (+56%) and development expenditure 
(+31%). Public expenditure per capita, on the other hand, improved only slightly, 
given the very low baseline (2004 $5.71, 2005 $7.45). Local Government Authority 
allocations to health increased by 31%. Overall, Local Government expenditure came 
to approx. $1.62, equivalent to 22% of overall public expenditure (Workshop Report 
on Health Financing Options in Tanzania 2005). 
 
According to data from the 2001 National Health Accounts (the next NHA exercise is 
planned for 2006) 47% of overall health expenditure came from household (mostly in 
the form of out-of-pocket (OOP) payments for user fees and the purchase of drugs 
and medical supplies in the private sector), and 43% from public sources. This is a 
dynamic situation, for example if user fees are abolished, some countries have found 
that OOP have to go up to compensate e.g. to pay for drugs which could become 
less available. The 2002 NHA found almost three quarters of all expenditure took 
place in the public sector: 
 
 
Health expenditure by source, NHA 2001 
 

USD 
household 

5.35 
47% 

public 
4.92 
43% 

private insurance 
0.29 
3% 

NGO 
0.77 
7% 

 
Total                                                       11.33 

Health expenditure by service, NHA 2001 
 

USD 
 
public services 

8.15 
72% 

private non-profit 
1.71 
15% 

private for profit 
1.47 
13% 

 
 
 
Total                                                       11.33 
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Health Sector Basket Fund 
 
The Health Sector Basket Fund (with a ‘central basket' for MoH recurrent 
expenditures, and a ‘district basket' for local government expenditures through 
district grants that can be spent by district councils) was set up in 1999 as a joint 
donor financing mechanism. Allocations are made on a per capita basis ($0.5 per 
capita and year). 10% of the district funds are earmarked to finance community-
based health activities (Research Group on Cooperation Instruments in Support of 
Sector Policies GRAP-SWAP 2005). 
 
Basket funding continues to play an important role in supporting operations within the 
health sector, both through the recurrent budget support to MOH headquarters, and 
through the grants to Local Government Authorities. Between FY00 and FY03 the 
share of basket funding in recurrent health spending increased from 5% to 25%, with 
a subsequent reduction in FY04 to about 15% as a consequence of the move by 
DFID from the health basket to General Budget Support. 
 
Complementary financing including user fees 
 
User fees as an element of cost sharing were introduced with four main objectives: to 
curb unnecessary use of health facilities for non-essential health care services, to 
generate additional resources to complement government budgetary allocations, to 
improve availability and quality of health services, and to improve equity and access 
to health services. In order to maintain the policy principles of equity, universal 
access and affordability, a range of client groups (pregnant women and children 
under five, or people with chronic diseases such as TB, HIV/AIDS, or cancer) was 
defined that would remain free to users ("exemptions"). However, the existing 
exemptions are not consistent between facilities (e.g. whether EMOC is covered, 
whether other RH services such as STI management etc. are covered or just 
maternal health etc.) so greater visibility of the exemption rules and follow up to 
ensure consistent application of the rules is in order. In addition, procedures were 
introduced where poor patients would not have to pay standard service fees 
("waivers").   
 
The cost sharing implementation program was finalized in 1993, and gradual 
introduction of user fees took place from July of the same year. Today, user fees are 
charged universally in government hospitals, but in only a small percentage of public 
dispensaries and health centres.  
 
The potential conflict between policies of universal and equitable access, and the 
exclusion of the poor from health services as a result of cost sharing policies has 
always been recognized. Studies on the impact of user fees on the use of health 
services by the poor, however, do not give a clear-cut picture. A review of available 
evidence (Maternal Health Financing Profile 2002) describes how outpatient visits to 
public hospitals declined by half in the year after introduction of fees, as did the 
number of attended births. Utilization of (paying) private health services remained 
constant, however. While user fees do appear to be one of the factors influencing the 
poor©s decision making on use of health services, the effect is apparently smaller 
than predicted. Over 50% of all patients in public hospitals are either exempted, or 
their fees waived.  Annex 9 outlines various barriers to care including user fees. 
 
A recent report (Equity Implications of Health Sector User Fees in Tanzania, 2004) 
concludes that less than expected income was generated from user fees, and that 
this has led to only limited quality improvement in some services. The report also 
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observes large variations in revenue collection, weak management of cost sharing 
programs at facility level, and difficult to apply waiver policies and procedures. In 
addition, user fee collection and accounting mechanisms were not transparent, and 
frequently fees were collected but not registered. 
 
User fees appear to contribute to between 20% and 65% of facility health budgets. 
Overall, however, in FY05 the total contribution from all complementary financing 
schemes (this includes user fees and the Community Health Fund) was less than 2% 
of the global health resource envelope. At council level studies that estimated the 
contribution of user fees to the district health budget found average contributions of 
10.5% (2002) and, for a different sample of districts, 3% (2003). There are indications 
that revenue from user fees has declined between 2002 and 2005 suggesting poor 
transparency (e.g. pocketing of funds at point of collection). For example, in Kagera 
region, a shift to a computerised system to track user fees collected showed a 
sudden dramatic increase in fees collection, which then dropped again when health 
staff wrongly insisted that only manual receipts were legal.  The REPOA 2004 study 
Equity Implications of User Fees in Tanzania found ª(¼  in regards to resources 
generated by user fees and their use at hospital, district council and PHC levels) 
¼ that reliable, transparent user fee income data for district, hospital and PHC levels 
were difficult to obtain. Based on what information is available, the team concludes 
that revenues raised from user fees at hospital level have been lower than what has 
been projected. Furthermore, the data reflect huge variations between facilities and a 
decline in revenues from cost sharing. The reasons for the reported decline are 
unclear. The data reflecting the contribution of user  fees and CHF to the health 
budget at district council level show huge variation as well (¼ ..).º  
 
Revenue is used to buy drugs and supplies, to pay for staff allowances and 
incentives, and for maintenance and transport. In addition to paying for recurrent 
expenditures that services would not be able to cover otherwise, cost sharing has the 
potential to strengthen local participation, ownership and accountability. However, 
South Africa, Uganda and Kenya have removed user fees on some or all health 
services, and have seen rapid and large utilization increases, especially for the poor.  
However in Uganda increases in utilisation were also seen for the private sector 
which continued user fees so the relationship is not clear cut, a true assessment of 
the situation is difficult because data is poor and variations are large. 
 
Community Health Fund  
 
The Community Health Fund is a decentralised voluntary health insurance scheme 
(pre-payment scheme which involves purchasing membership and access to a 
defined package of services) that operates at district level which was first introduced 
in 1996. The scheme targets members of formal and informal sectors, and is 
designed to include the poor: village councils are encouraged to enrol poor members 
of the community in the scheme and waive contributions, while at the same time 
seeking compensatory funding / sponsorships: "The District Council is supposed to 
fully subsidise the CHF membership fee for [poor community members enrolled in 
the CHF]") Though this does not fully function in practice. Annual membership fee for 
households / families is 5,000 TSH. A matching grant for pooled district CHF funds 
(100%) is provided from the government budget. 
 
Membership benefits cover basic health care services; membership fees, on the 
other hand, cover only a fraction of the cost of this benefit package, making 
continuing subsidies (such as the matching grant and government contribution to 
financing health services through various budget lines e.g. both PE and OC etc.) a 
necessity. The MOH target is to set up Community Health Funds in all 121 districts of 
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Tanzania. By the end of 2005 68 funds were operational. The scheme struggles with 
low enrolment levels (on average 10% of the population in participating districts 
though in many districts this is lower, e.g. 3-4%, and Bukoba which has been in 
operation for 5 years enrolment is only 5% in spite of aggressive marketing through 
FBO.), and problems of financial management and record keeping. In most districts 
revenue from user fees is far higher than income from CHF membership fees and in 
some cases user fees have been intentionally raised in districts with a CHF to 
provide an incentive to CHF membership. 
 
For example, a recent study (Equity Implications of User Fees in Tanzania, 2005) 
found: 
 
ªThe introduction of the CHF has not provided the expected benefits for poor people. 
There are a number of constraints the study team thinks should be urgently 
addressed, including the delays in the introduction of the CHFs and the weak 
management at the district and lower levels. More importantly, the study team found 
that poor people often cannot afford to pay the CHF premium because it is too high 
and has to be paid at once, (or in some cases this can be twice-editor's note) If 
membership of the CHF becomes compulsory and poor people are not effectively 
exempted from paying CHF premiums and co-payments, the impact of the CHF can 
be disastrous and lead to double exclusion of poor people. Another issue of concern 
is related to the link between user fees and the CHF. According to the CHF Act, the 
user fees paid at public health centres and dispensaries form a source of income to 
the CHF. The premium paid to the CHF will receive WB matching funds, putting 
pressure on the PHC facilities to raise income through user fees.º 
  
 
National Health Insurance Fund 
 
The National Health Insurance Fund is a compulsory, comprehensive health 
insurance scheme for public sector employees and their dependants that started 
operations in 2001. It covers at present about 3% of the population of Tanzania, with 
a target to eventually  enroll 15% to 20%. The NHIF runs a large surplus: in FY 
2004/2005 contributions of 24b TSH were collected, with claims reimbursements 
totalling 4.2b TSH (equivalent to 1.8% of total recurrent public health expenditure).  
 
In 2005 the NHIF had service contracts with over 3,300 public and almost 600 private 
(mainly faith-based) health facilities. Almost 70% of these were submitting claims, 
with large variation between districts. The total of NHIF claims and reimbursements 
to dispensaries is still very small, but the NHIF is beginning to provide a significant 
part of hospital income (20-50% of total fee income, mainly at faith-based hospitals). 
 
Fairness and appropriateness of the accreditation process has been disputed, and 
accreditation / certification is not based on strict quality assurance processes. .Work 
is under way to improve accreditation, member registration, claims processing, and 
health facilities reimbursement procedures. 
 
Micro health insurance schemes in urban areas 
 
A number of small voluntary schemes, many of them set up and run by cooperatives, 
churches or local communities, are operating, mainly in urban areas. The schemes 
usually contract with a single provider. In a similar way, mutual health insurance 
schemes exist that have developed around groups of common interest. Examples 
are UMASIDA (a mutual health scheme catering for the informal sector and self-
employed people in urban areas) and VIBINDO (part of the ILO STEP program to 
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organize the informal sector). The schemes receive support from churches and 
charitable organizations. There are at present over 20 schemes in operation. 
 
Private health insurance / HMO 
 
A number of private health insurance companies (NIC, AAR, MEDEX, Strategis) 
operate in Tanzania. They sell voluntary health insurance policies, and are mainly 
used by companies buying contracts for their employees. Business is based on 
private commercial insurance company models. The private health insurance 
industry appears to be developing fast. Business models, however, are not always 
based on good actuarial modelling, and membership, financial and health care 
databases are often weak.  
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Annex 7a   HRH milestones from technical reviews and their achievements 
 
YEAR MILESTONES  ACHIEVEMENT  

2004  Assess implications of 1999 establishment norms No 

 Do district analysis of skills and manpower needs Districts use 1999 staffing norms. No workload assessments. 

 Develop district HR development plan Variable but generally weak. Limited by ceiling on allowances 
(20% of CHMT budget). Process still very centralised and pace 
slow e.g. upgrading MCH aides. Potential for greater use of ZTCs 
and district hospitals for refresher practical training. 

 Introduce performance based incentives Not operationalised, some pilots. 

 Set time frame for decentralizing staff matters Due to problems with district based recruitment, re-centralised 
some hiring to help disadvantaged districts. Needs hardship 
allowances to be functional 

 HRH Taskforce becomes fully operational Exists but, seldom meets, variable opinions on how functional it 
is. 

 Councils enabled to recruit effectively within existing 
resources 

Still problematic. Bureaucratic bottlenecks persist. 

 Relevant info from Public Service Act 2002 and Regulations 
2003 actively disseminated 

Variable 

 Councils enabled to provide incentive package for hardship 
posts e.g. staff housing 

A few proactive districts doing this with various sources of funds 
but generally no. 

 Recruitment and staff deployment procedures and practices 
monitored 

National level frustrated by lack of data, last HR audit 2002 has 
not been released, programs such as malaria and care and 
treatment of HIV have better information. 

 Existing potential for HRH assessed     Still weak. WHO has unspent money for HR strategic planning, so   
    does NIMR/CDC Atlanta. Little analysis of available data. Process  
    still too centralized and urgent needs to upgrade staff e.g.MC     
    Aides too slow and under-resourced. 
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2005 High-level decision with MOF, PORALG PO-PSM to increase 
radically recruitment of frontline health workers. Specific 
recruitment targets agreed for next year 

Partially achieved  
 

 Maximum effort to fill all posts with permits in FY2003/4 and 
2004/5  

Not achieved 
 

 Strategy for equitable deployment, including incentive scheme 
for hardship posts agreed and applied 

Not achieved and still needed  
 

 Hiring procedures clearly communicated to all levels and 
support provided to councils to expedite procedures 

Not achieved, still problematic especially with lack of hardship 
allowances  

 From 2005 Annual Health Sector Review Recommendations 
Milestones ±  
¨  Cabinet paper on urgency of problem, proposed solutions, 

financial implications, and obstacles to be overcome. 
¨  Plan of action for quick wins and implementation started by 

June 2005 
¨  Approved health worker vacancies in all councils filled 

through fast track approach with assistance from PORALG 
and MOH 

 

 
 
Yes 
 
Jan.06 newspaper notices of health worker vacancies in under-
serviced districts. 
 
Plans to use Global Fund for emergency hiring but will need to 
assess in 3months how effective this has been. 

 Joint commitment MOF, PO PSM, PORALG, MOH - analysis of 
needs, cost implications and availability of unemployed skilled 
staff, the Ministry of Finance would be happy to look at it. The 
PS Ministry of Health stated that she would follow this up with 
MOF. 

 

Will report in 2006 

 To fill the 674 vacancies for clinical officers in 116 councils ± fast 
track by recentralizing to MOH 

Ongoing 

 To obtain permission to recruit other critical cadres 

 

On going but could have prioritized the various levels of nurse 
midwives as a cadre 

 To steadily reduce the staffing gap through phased recruitment 
of 20,000 staff over five years, at a total additional payroll cost of 

Need to increase training outputs of schools. 
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T.Shs 26.3 billion 

 
 To upgrade the skills of existing through in-service training; 

continue the upgrading of clinical assistants and MCH Aides; 
and strengthen the capacity of the Zonal Training Centres to 
achieve this. Greater use should be made of the Regional 
Hospitals for health worker training. Reciprocal internship 
arrangements between public and private training schools and 
facilities should be encouraged. 

 

Process too slow. Need funds for overnight allowances for practical 
skills updates. Involvement of ZTCs variable. Untapped potential to 
use district and regional hospitals for refresher training. 

 To strengthen the capacity of the HRH department at MOH in 
order to take this ambitious agenda forward. 

 

 

Still weak and fragmented at national level. Need to involve ZTCs 
more. 

 Revisit HR policies, including renegotiation of health worker 
remuneration scales and incentive packages for hardship posts 

 

Not yet, still needed. 

 Refine the staffing norms 

 

Not yet 

 Define a medium and long-term HR plan, including the supply 
side (training outputs) 

 

Unspent money (WHO and CDC/NIMR) to assist with this. 

 Introduce bonding (ªnational serviceº) for new graduates as one 
measure to fill unpopular postings 

 

Not yet and still needed. 

 Address brain drain in SADC Countries with regional strategies Not yet and may not be feasible for MOs, some nurses. Important to 
keep AMOs in Tanzania so keep this as a local registration that is 
not portable to other countries. 
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 Improve retention and motivation and productivity of staff Needed. Research underway. Variable based on DMO skill and 
support from DED. 

 Hospitals to gap fill with outreach clinics and support 
supervisions 

Weak. 

 MOF pointed out the need to consider the supply side for human 
resources. Are trained staffs really available to fill 20,000 posts 
over 5 years? 

 

No. Need to accelerate training and up grading. 

 The cost of additional health workers is small in relation to the 
total resource envelope, small in relation to annual budget 
increment, and would be money well spent in terms of health 
system productivity 

 

Do not see high donor or government priority to this? 

� Reconvene HRH taskforce with detailed action plan and 
resources and responsibilities allocated 

Not fully functional 
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Annex 7b   Clinical Officer Vacancies 

S/N EMPLOYER 
NUMBER OF 

C.O.VACANCIES 
C..O>VACANCIES 

FILLED IN 

PENDING 
VACANT 

C.O.POSTS 
1 DED NGORONGORO 8 3 5 
2 DED MONDULI 22 4 17 
3 DED KARATU 5 4 1 
4 MC KINONDONI 5 5 0 
5 MC TEMEKE 8 8 0 
6 MC DODOMA 6 5 0 
7 DED DODOMA 6 3 3 
8 DED KONGWA 10 6 4 
9 DED BUKOBA 2 2  
10 DED BIHARAMULO 10 0 10 
11 DED NGARA 4 1 3 
12 DED KARAGWE 20 2 18 
13 DED MULEBA 1 1 0 
14 MC IRINGA 11 6 5 
15 DED IRINGA 18 2 16 
16 DED MAKETE 7 2 5 
17 DED LUDEWA 6 1 5 
18 DED NJOMBE 8 3 5 
19 DED MUFINDI 20 2 18 
20 RAS KIGOMA 8 1 7 
21 KIGOMA TC 2 1 1 
22 DED KIGOMA 10 1 9 
23 DED KASULU 24 4 20 
24 DED KIBONDO 12 1 11 
25 DED HAI 7 7 0 
26 DED SAME 5 4 1 
27 DED ROMBO 12 3 9 
28 MOSHI MC 2 2  
29 RAS LINDI 4 1 3 
30 DED LINDI 14 1 13 
31 DED LUANGWA 8 1 7 
32 DED LIWALE 4 1 3 
33 DED NACHINGWEA 10 1 9 
34 DED KILWA 9 0 9 
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S/N EMPLOYER 
NUMBER OF 
C.O.VACANCIES  

C.O.VACANCIES 
FILLED IN 

PENDING 
C.O.VACANT 
POSTS 

35 DED SIMANJIRO 10 1 9 
36 DED MBULU 11 1 10 
37 DED KITETO 14 3 11 
38 RAS MARA 10 2 8 
39 DED MUSOMA 5 3 2 
40 DED BUNDA 12 3 9 
41 DED TARIME 25 7 18 
42 DED MBEYA 5 5 0 
43 DED CHUNYA 8 0 8 
44 DED ILEJE 6 1 5 
45 DED RUNGWE 3 1 2 
46 DED MBOZI 7 4 8 
47 DED KYELA 12 4 8 
48 DED MBARALI 16 3 13 
49 DED SUMBAWANGA 10 3 7 
50 SUMBAWANGA TC 8 4 4 
51 DED MPANDA 4 1 3 
52 DED NKASI 6 1 5 
53 MOROGORO MC 5 5 0 
54 DED MOROGORO 6 6 0 
55 DED KILOSA 15 7 8 
56 DED KLOMBERO 15 2 13 
57 DED ULANGA 5 1 4 
58 MTWARA TC 10 5 5 
59 DED MTWARA 5 2 3 
60 DED NEWALA 13 1 12 
61 DED MASASI 7 3 4 
62 DED TANDAHIMBA 14 6 8 
63 JIJI MWANZA 5 5 0 
64 DED UKEREWE 4 1 3 
65 DED SENGEREMA 14 2 12 
66 DED GEITA 8 1 7 
67 DED MAGU 10 3 7 
68 DED KIBAHA 5 5 0 
69 KIBAHA TC 3 2 0 
70 DED RUFIJI 23 8 15 
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S/N EMPLOYER 
NUMBER OF C.O. 
VACANCIES  

C.O.VACANCIES 
FILLED IN 

PENDING 
C.O.VACANT 
POSTS 

71 DED BAGAMOYO 4 4 0 
72 DED MAFIA 5 2 3 
73 DED KISARAWE 3 2 0 
74 DED MKURANGA 19 19 0 
75 RAS RUVUMA 1 1 0 
76 DED SONGEA 4 1 3 
77 SONGEA TC 14 8 6 
78 DED MBINGA 12 4 8 
79 DED SHINYANGA 9 2 7 
80 DED MEATU 5 2 3 
81 DED BUKOMBE 8 1 7 
82 DED KAHAMA 21 9 12 
83 DED KISHAPU 9 3 6 
84 DED SINGIDA 8 4 4 
85 SINGIDA TC 2 2  
86 DED MANYONI 4 1 3 
87 DED IRAMBA 23 4 19 
88 DED TABORA 6 1 5 
89 TBAORA MC 4 1 3 
90 DED NZEGA 4 2 2 
91 DED IGUNGA 6 0 6 
92 DED URAMBO 20 4 16 
93 DED SIKONGWE 5 2 3 
94 TANGA MC 10 10  
95 DED MUHEZA 5 5 0 
96 DED PANGANI 15 2 13 
97 DED HANDENI 12 5 7 
98 DED LUSHOTO 2 2 0 
99 KM MALIASILI NA UTALII 2 2 0 

100 
KM MAENDELEO YA JAMII 
JINSIA NA WATOTO 0 0 0 

101 KM NISHATI NA MADINI 1 1  
102 KM MAMBO YA NDANI 8 8 0 
103 DED MWANGA 6 1 5 
  904 316 589 
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Annex 7c   Population per number of nurses from the 
HRH survey 2002  
 
Population per Nurse by Region
(Includes Nursing Officers, Trained Nurses & MCHA)

Region Population No. of Staff Population/Staff
Kilimanjaro 1,381,149 1,355 1,019
Dar es Salaam 2,497,940 1,817 1,375
Lindi 791,306 364 2,174
Mbeya 2,070,046 874 2,368
Ruvuma 1,117,166 469 2,382
Arusha 1,292,973 538 2,403
Manyara 1,040,461 431 2,414
Singida 1,090,758 449 2,429
Kagera 2,033,888 759 2,680
Mara 1,368,602 510 2,684
Mtwara 1,128,523 417 2,706
Coast 889,154 319 2,787
Tanga 1,642,015 581 2,826
Iringa 1,495,333 511 2,926
Morogoro 1,759,809 594 2,963
Dodoma 1,698,996 535 3,176
Mwanza 2,942,148 885 3,324
Tabora 1,717,908 514 3,342
Rukwa 1,141,743 284 4,020
Kigoma 1,679,109 372 4,514
Shinyanga 2,805,580 518 5,416
Total 33,584,607 13,096 2,564
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Annex 7d  Population per staff HRH survey 2002 

 

Region Population No. of Staff Population/Staff
Dar es Salaam 2,497,940 329 7,593
Kilimanjaro 1,381,149 46 30,025
Arusha 1,292,973 28 46,178
Mbeya 2,070,046 40 51,751
Mwanza 2,942,148 42 70,051
Singida 1,090,758 15 72,717
Coast 889,154 11 80,832
Lindi 791,306 9 87,923
Iringa 1,495,333 15 99,689
Mara 1,368,602 13 105,277
Dodoma 1,698,996 15 113,266
Morogoro 1,759,809 15 117,321
Tabora 1,717,908 14 122,708
Tanga 1,642,015 13 126,309
Kagera 2,033,888 16 127,118
Mtwara 1,128,523 8 141,065
Kigoma 1,679,109 9 186,568
Shinyanga 2,805,580 15 187,039
Rukwa 1,141,743 6 190,291
Manyara 1,040,461 5 208,092
Ruvuma 1,117,166 5 223,433
Total 33,584,607 669 50,201
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Annex 8 HIV/AIDS and ART Roll-out 
 
NIMR's HIV/AIDS Impact on Health Services in Tanzania, 2001; surveyed 9 regions and 
looked at a regional hospital, district hospital, faith based hospital and health centre in 
each. Because of increased admissions due to AIDS (e.g. Maasai District Hospital had 
11.8% HIV related admissions in 1990 and 40.7% in 2000), and increased Length of 
Stay (3-5 x longer than non HIV patients); together with increased deaths, illness, and 
absenteeism of staff due to HIV (care for relatives, funerals, HIV workshops) there are 
serious increases in workload. There are increased work volumes in lab services and 
counselling (counsellors averaged 45 minutes of unpaid overtime a day and pay about 
$7US a month out of pocket to help patients). The wards most affected are medicine, 
paediatrics, surgery and psychiatry in that order. Medical and other wards find that half 
of their patients or more are admitted for HIV related conditions, while medical staff are 
themselves affected by HIV, and their efficiency as caregivers is variously compromised. 
Moreover, treating opportunistic infections adds to increased load of work and prolongs 
patient's stay in hospitals. Hospital budgets are overstretched (cost is higher for care 
and drugs for HIV patients, costs of blood screening (2x) and TB diagnosis (3x) has 
increased in 10 years, HIV patients are often exempted from payment, and hospitals 
have to pay for ill staff and funerals etc.) so quality of care has been undermined.  
 
Local and global responses to the disease have imposed largely vertical programmes 
that cause strains on the health system.  For example the PMTCT programme and its 
execution, and the training components that go with it, add significant  stress on 
personnel. The stigma of HIV affects staff attitudes towards HIV patients which also 
undermines quality of care ± necessitating training and management supports including 
strengthened workplace interventions and better infection control procedures. Hospitals 
are having to expand wards, labs and counselling areas with physical space but haven't 
addressed the human dimension as well, and the new demands of increased VCT, 
PMTCT, and now the roll-out of ART are placing considerable demands on the system 
especially on the available HRH who are themselves ill-trained, unmotivated and 
insufficient.  
 
Morale of workers is low and their own HIV illness increasing ± in 1990 50% of deaths of 
health workers was due to HIV, in 2000 it had risen to 75%. The rationalisation of cadres 
and moving towards only those with at least 3 years training will exacerbate the 
shortages of personnel due to HIV. These will be higher paid and mostly urban based 
and therefore will also undermine equity of access to care. The HIV attrition rates are so 
severe it also does not allow replacement. Since 2002 the MOH had agreed to review 
optimal skills mix requirements for cost effective service delivery in light of HIV, and 
revise the HR Policy and Plan of Action accordingly, but this has not been done. What 
has taken place however is a review of HRH needs specifically for the rollout of ART 
(CEDHA HRH review 2006 which has not yet been cleared for quoting) 
 
It is positive that a systems approach (HRH review, laboratory upgrading etc.) is being 
taken to utilise available HIV/AIDS/ART Programmes' resources, and that there are 
efforts to address equity with a rollout to increasingly rural areas. The new burdens 
imposed by enhanced HIV related services are also contributing to some improvements 
in workers' efficiency by acquisition of knowledge and skills by health personnel.  
Councils are also trying to incorporate HIV activities in their comprehensive plans 
leading to an improvement in the planning process. Amid this sombre picture it is  a 
positive finding in recent studies that the prevalence of HIV in the country is 7%, with 
some evidence of declines in prevalence e.g. in Kagera and Mbeya. It is as yet unknown 
what has contributed to this reduction, and in particular to what extent this can be 
attributed to activities in the health sector. 
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But the challenges include continued weak prevention (missed opportunities for condom 
distribution in facilities; poor outreach, problematic central level condom procurement, 
little routine RPR testing in pregnancy, weak STI treatment and the need for more male 
involvement in reproductive health issues). In addition the HRH situation needs more 
support; and the needs for monitoring (CD4 cell count machines etc.) will exacerbate 
rural/urban disparities. For example, of the 25,000 people on ART, 55% of them are 
being treated in Dar es Salaam. 
 

 
 
 



Annual Health Sector Review 2006  
District Health Services Delivery 

HERA/ Final report/ April 2006                                                                             Annex p                                                                                                                                                                           xliv 

Annex 9 Barriers to Care 
 
A number of studies have documented barriers to care.  These are briefly reviewed: 
 
Policy and Service Satisfaction Survey (REPOA, 2003):  

o Cost of treatment is third most acute HH (household) problem reported, 
affecting > half of all HH 

o Cost of treatment the major health care problem faced by HH; DSM 
ªcomplainedº more about cost than other towns/rural areas 

o Nearly 75% of respondents thought that ªpeople's ability to pay for health 
servicesº has deteriorated during the last five years; less than 10% thought it 
has improved. 

o ~40% of respondents know people who have been refused treatment 
because of inability to pay ± over ~25% know ªa lot of peopleº.  FHH more 
likely to report this. 

o Health care problems reported, in order: 
1. Cost - 50 
2. Drugs - 38 
3. Time waiting - 28 
4. Time/distance - 27 
5. Availability of maternity services - 15 
6. Politeness of staff - 12 
7. Cleanliness - 8 
8. Availability of child immunization ± 5 

 
2005 Tz Demographic and Health Survey (National Bureau of Statistics, 2005) 
62 percent of women reported at least one issue or circumstance as a  significant 
problem in obtaining health care.  The major perceived barriers to women's access to 
health services are lack of money (40 percent), distance to health facility (38 percent), 
and having to take transport (37 percent). 
 
Household Budget Survey 2000/01 (National Bureau of Statistics, 2002)  
ªToo expensiveº as reason given for not using medical care among individuals who 
reported illness in the past four weeks 

34.5 - Dar es Salaam 
39.1% - Other urban areas 
32.4% - Rural areas 

 
Equity Implications of Health Sector User Fees in Tanzania (REPOA for the Research 
and Analysis Working Group, 2004). Excerpts from the Executive Summary: 

o Impact of user fees on access to health services. The study team concludes that 
presently, the user fees in Tanzania are regressive and contribute to substantial 
exclusion, self exclusion and increased marginalisation. The team has collected 
evidence which shows that user fees have disproportionably affected access to 
health care for poor and vulnerable population groups, more specifically: (1) 
pregnant women from poor households, (2) under-five children from poor 
households, (3) orphans and especially double orphans, (4) widows, (5) people 
older than 60 years, (6) people with disabilities, and (7) AIDS patients. 

o Further extension of fees to dispensary and health centre level. Also at the PHC 
level, the study team found that fees have negatively impacted the use of health 
care by the rural poor population, particularly women and children. Given the 
importance of the public PHC facilities for poor people (government health 
centres are the main choice for out-patient care for the poor), the study team 
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expects that the further extension of user fees to PHC level without effective 
exemption and waiver mechanisms will contribute to further exclusion and self-
exclusion. 

o Effectiveness of exemption and waiver mechanisms. The study team identifies 
the ineffectiveness of the present exemption and waiver mechanisms as the core 
problem in the user fee debate in Tanzania. A functional exemption and waiver 
system is actually non-existent putting vulnerable and poor people at risk by 
practically denying them access to public health services. This applies both to (1) 
the exemption and waiver system in health facilities and (2) the exemption 
mechanisms instituted for the CHFs. 

 
Participatory Poverty Assessment (Research and Analysis Working Group, 2004) 
ªPeople self-diagnose and medicate using traditional or commercial remedies.  They 
also turn to traditional healers and health care providers in public and, increasingly, 
private facilities.  The order in which they do so varies.  Sometimes people self--
diagnose first and, if the results are unsuccessful, later turn to traditional and/or formal 
health care providers.  Other times, they go directly to a formal practitioner and, if this 
fails, then resort to traditional medicine.  Both strategies strive to minimize expenditures 
and the degree to which treatment depletes individual/household assets.º (pg 90) 
 
Research participants indicated several reasons why medical care is ªtoo expensiveº to 
access: 

o Even the Tshs 500/- standard consultation fee is beyond many people's meagre 
means 

o People are frequently forced to bribe (especially in dispensaries and clinics) as a 
precondition to receiving services 

o Costs accumulate (transport, medicinal and other expenditures) 
 
The information noted above confirms findings of other studies such as Poor People's 
Access to Health Services (WDP); Poor Women and Health Services (WDP); The 
Unbearable Cost of Illness (Save the Children).  There is also much anecdotal evidence 
about women being required to bring supplies with them for childbirth. 
 
Inequities among the very poor: health care for children in rural southern Tanzania, 
Schellenberg et al in The Lancet Vol. 361 Feb. 2003 
 
Family care providers in higher socio-economic quintiles knew more warning signs in ill 
children than poorer quintiles, were more likely to bring children to care, and were more 
likely to receive appropriate anti-malarials or antibiotics upon reaching health facilities.  
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Annex 10  Development Context 
 
(much more detailed analysis will be available in the next round of the Household 
Budget Survey) 
 
Education 
Tanzania experienced surge of enrolments 2001-2004, with the introduction of tuition 
free primary education in 2001. Tanzania had an increase in the gross enrolment rate 
from  77% to 106% from 1998 to 2004. The net enrolment rate in Tanzania by 2004 was 
in excess of 90%. The primary completion rate is over 70%. Over 50% of the public 
expenditure to education is paid by development partners.  
 
Education of mothers is closely linked with fertility differentials, the TFR of women with 
no education is 6.9 and for women with secondary education or higher it is 3.3. Age at 
first birth is 18.7 for women with no education and 23.8 for women with at least some 
secondary education.  The AMMP data found significant improvements in maternal 
mortality associated with rises in educational level in the household head. 
 
Urban children are more likely to attend early childhood education (10%) than their rural 
counterparts (less than 1%). Just under 50% of females complete primary school. 
Female literacy is estimated at just over 52% nationally (TDHS 2004), with almost 
double the representation of literate women in the fourth income quintile as in the lowest 
income quintile. 
 
Gender and Empowerment 
According to the TDHS 2004/5, post neonatal mortality and under 5 mortality is lower if 
women's status is higher (based on number of decisions in which she has the final say, 
number of reasons she can refuse sex wither her husband, and number of reasons wife 
beating is justified.) Women of higher status by these criteria were more likely to bring 
children for vaccination, with symptoms of ARI for treatment, or with diarrhoea to a 
health provider. 
 
Wealth quintile 
Also from the TDHS, higher levels of education for women is positively associated with 
increases in wealth quintile, with associated improvements in sources of drinking water, 
better housing, better sanitation, better nutrition, more choice in accessing quality care 
providers. For example, women in the highest wealth quintile are three times (29.2%) 
more likely to have post natal care within 2 days than women in the lowest quintile 
(10%). 
 
Food Security 
Linked with recent rises in agricultural productivity, the TDHS 2004/5 found 2/3 of 
households have 3 meals a day and 1/3 have only 2. 42% reported never having a 
problem meeting the family food needs in year before the survey, and only 4% reported 
always having a problem meeting food needs. 
 
Water 
35% of Tanzanians on the mainland have piped water, 13% from a protected well, and 
6% from a spring. In Zanzibar this is better ± 80% have piped water which could 
contribute to their lower under 5 mortality rates. 
 
 
 


